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EVER BEFORE has there been so much interest in the common cold. The 
introduction of the concept that the common cold may, in susceptible persons, 

be an allergic response to contact with a specific protein which is the cold virus 
or its products, has resulted in wide-spread publicity being given to its treat- 
ment by the antihistamine drugs (1). Since their introduction in the field of 
therapeutics, these drugs have been found to be successful in the palliative treat- 
ment of a wide variety of allergic conditions. They have been particularly 
valuable in certain disorders affecting the upper respiratory tract such as hay 
fever, allergic rhinitis or paroxysmal rhinorrhoea, which are allergic in origin 
in contrast to the common cold, which is generally recognized as being the result 
of a virus infection. If this new concept of the common cold is found to be true 
and the symptoms of the early coryzal and infectious phases of a cold are really 
allergic in origin, and if an antihistamine drug can overcome this allergic reaction 
and abort the cold before the next stage of secondary bacterial infection has 
occurred, then obviously a great advance in the treatment of our commonest 
illness is at hand. In the wave of enthusiasm over this method of treating colds, 
some rather sweeping statements have been made which could lead the public 
to believe that final judgment on this form of therapy had already been rendered. 
The Medical Department in The Bell Telephone Company of Canada did 

not feel that the results published up to the end of 1949 had produced conclusive 
evidence of the value of antihistamines in the treatment of the common cold. We 
first became interested in this form of treatment in June 1949. At that time, the 
particular antihistamine drug which was being considered for trial had pro- 
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duced too many side reactions in our treatment of allergic conditions for its use 
in such an experiment. In view of the wide publicity that was being given to 
this form of treatment, around the end of 1949 we felt that it was desirable to 
conduct a controlled test in an industrial group in Montreal in order to evaluate 
the efficacy of this form of treatment. By this time, some of the newer antihista- 
mine drugs, either alone or combined with other drugs, were said to be causing 
few side reactions and were possibly safer to use in an experiment such as we 
proposed to carry out. 

A large part of the total illness in any population is the result of minor 
respiratory diseases. No matter what methods are used to measure illness, this 
diagnostic group of diseases contributes heavily to the overall toll of sickness. In 
the periodic surveys of 9,000 families which were carried out some years ago in 
the United States (2), it was shown that in terms of all recorded cases of illness, 
disabling and non-disabling, the minor respiratory diseases were responsible for 
over one-third (34 per cent) of all cases reported. When the analysis of these 
cases of illness was broken down to show those which confined the patient to 
bed for one or more days, the minor respiratory diseases were found to consti- 
tute an even greater proportion of the total—39 per cent. Moreover, they were 
responsible for 19 per cent of the total days spent in bed due to illness. As far 
as medical attention was concerned, minor respiratory diseases formed over one 
quarter (27.3 per cent) of the total number of cases requiring such services. Of 
the physicians’ visits made for all diseases, just over 15 per cent were for minor 
respiratory disorders. While this intensive survey was carried out some years 
ago, there has been nothing to suggest that the problem has altered to any great 
degree. The minor respiratory diseases are a continuing public health problem 
of first magnitude. Of this group, probably the most important is what has been 
termed the common cold. The common cold is the most prevalent and one of the 
most highly infectious of the communicable diseases. Owing to its relatively 
mild character and course, colds are soon forgotten by the victims and, in surveys 
such as I have quoted, the vast majority of these are never even mentioned. 
Where intensive studies of minor respiratory diseases among persons reporting 
at intervals of one to two weeks are carried out, as by the United States Public 
Health Service (3) and the Johns Hopkins School of Hygiene and Public 
Health (4), three colds per person per year have been recorded. Many of these 
colds were not severe enough to be disabling. Even if we accept a more con- 
servative estimate that the average person has two colds a year, the problem is 
still an acute one. 

Industry has a particular interest in this problem. An estimate published by 
the Metropolitan Life Insurance Company in 1947 (5) indicates that the average 
worker loses at least one working day per year in loss of time alone. This does 
not take into consideration the effects of the cold on the many wage-earners with 
these symptoms who do not stay away from the job. Nevertheless, this latter 
group does have some days of discomfort and reduced efficiency if not actual 
disability from this cause, besides constituting a menace to their co-workers 
during the early stages of the cold. Studies in industrial groups have indicated 
that the common cold is responsible for more lost time than is any other single 
cause of disability; some indicate that from 40-50 per cent of all days lost from 
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work are attributable to colds and their complications. In The Bell Telephone 
Company, for the year ending June 30, 1949, the average disability rate for all 
causes for men was 5.35 working days per employee, of which 1.67 days of the 
total absence were accounted for by incidental absence (loss of time from work 
of under eight days). The female disability rate was 10.26 working days per 
employee per year, of which 4.98 days of the total absence were accounted for by 
incidental absence. The causes of absences lasting eight days or more are well 
known in the company. For the year ending June 30, 1949, diseases of the 
respiratory system caused 34 per cent of total absences amongst male employees 
and 35.4 per cent of total absences in the female group. The causes of the short- 
term absences lasting under eight days are not too well known. Such studies as 
have been carried out within the company indicate that about 60 per cent of 
short-term absences can be attributed to the minor diseases of the respiratory 
tract. If we can apply this percentage to our own employee body, it would suggest 
that the male worker loses about one day a year from minor respiratory disorders 
and the female worker about three days. The loss to the individual, to industry, 
and to the country from the common cold is a staggering one. 

Any form of treatment of the common cold is influenced by many factors 
and it is difficult to see how any valid conclusions can be drawn unless a controlled 
test is carried out. W. D. M. Paton, F. Fulton and C. H. Andrewes of the National 
Institute for Medical Research in London have stressed the following points in 
the assessment of any group under treatment for the common cold (6). “To 
prevent repetition of the many disappointments of the past, potential cold cures 
should be subjected to most rigorous tests. These should include provision of 
approximately equal groups of patients receiving test drug and placebo and 
exclusion of all possibility that either patient or clinical observer has any suspicion 
as to who belongs in which group.” 

In their critical analysis of the use of antihistamines in the treatment of the 
common cold, the Council of Pharmacology and Chemistry of the American 
Medical Association (7) stated in February of 1950 that “in any critical study 
to evaluate the exact status of the antihistamine drugs in the treatment of the 
common cold, the following basic criteria must be considered : 

(1) The diagnosis should be established beyond reasonable doubt. 

(2) Proper control series should be employed to eliminate chance. 

(3) The results should be interpreted logically and present a study which 

is statistically significant.” 

Our experiment has attempted to fulfil these basic criteria. Certain limita- 
tions in our own test must be pointed out. It is difficult to establish the diagnosis 
beyond reasonable doubt. The patient may be quite wrong in believing that he 
is suffering from a cold; the symptoms may be due to something else. Also, many 
people who feel that they have a cold in the stages of development are surprised 
by the spontaneous recovery that frequently occurs without treatment. Diehl in 
1933 (8), in a study of acute respiratory diseases, stated that 35 per cent of his 
group reported good results when they received no medication. This might be 
taken as an indication of the probable proportion of spontaneous improvement in 
acute colds, and whatever treatment happens to have been taken for such colds 
will be given credit. He says: “It is because this percentage is so large that it 
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is possible to convince the public that practically any preparation is of value for 
the prevention or treatment of colds. In fact some of the comments that were 
made on the report cards by persons who had received only lactose tablets would 
serve admirably as testimonials concerning the value of these tablets for the 
treatment of colds.” From the physician’s point of view, there is frequently 
little or nothing more to be found on examination than what the patient has 
already disclosed about himself. In a test such as was carried out in our company, 
diagnoses and results of treatment must depend largely on the statements made 
by the persons taking part in the experiment. The concomitant use of a control 
group of approximately the same size as the treated group would tend to mini- 
mize or eliminate some of the factors in regard to diagnosis, the changing state 
of immunity within the group and other factors such as suggestibility of patients 
and variations in the general health of the two groups. While the virus theory 
of the common cold is generally accepted, van Rooyen and Rhodes (9) state, 
“We are not as yet prepared to accept the virus isolated by Dochez as the cause 
of all colds, although it is probably responsible for some.” The final answer as 
to the causative agent or agents has not been reached as yet, although there is 
abundant evidence that the causal agent of some colds is filtrable. 

It is obvious that the diagnosis of the common cold must be established 
without the help of the laboratory in the present state of our knowledge. In our 
experiment, we accepted the employee’s diagnosis. In spite of the known limita- 
tions of this procedure, it is the identical method that is employed by the millions 
of common-cold sufferers who treat their own colds. Everyone has his own 
favorite “cure” for a cold or is looking for one. Judging by the reports of the 
sales of antihistamines, a large number of cold sufferers were influenced by the 
flamboyant advertising which appeared in our popular digests and newspapers 
on the treatment of colds with these drugs. 

During the period from January 9 tc March 3, 1950, a controlled test on the 
treatment of colds was conducted among Bell Telephone employees in Montreal. 
A variety of methods was used to inform the employee body about the purpose of 
the experiment, including letters to heads of departments, posters for bulletin 
boards, and pay-envelope enclosures. Employees were told that on reporting to 
the health centres with symptoms of a cold they would receive a package which 
might contain the actual antihistamine tablets or identical-looking tablets which 
were the placebos. It was felt that more accurate reporting would be obtained 
by allowing the participating group to have this knowledge. From a study of 
the replies, it is our belief that we gained materially by adopting this procedure. 

The antihistamine compound* which was used was as follows: chlorothen 
citrate, 25 mg.; acetylsalicylic acid, 200 mg.; phenacetin, 150 mg.; caffeine, 30 
mg. The placebo consisted of milk sugar plus a trace of quassia. It could not be 
distinguished from the test tablet upon inspection. The antihistamine tablets and 
control tablets were given out on alternate days, which accounts for the difference 
in the size of the treated group as compared with the control group. Our five-day 

*The materials used in this cold survey were generously donated by Charles E. Frosst 
& Company, Montreal. This included the antihistaminic compound, Pyrithen Compound, the 
control tablets, questionnaires and envelopes. Throughout the entire experiment we received 


the fullest co-operation from this company. It was a pleasure to be associated with members 
of their staff. 
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week offered some obstacles in keeping the groups of the same size. 

Employees were encouraged to report to designated medical centres as 
early as possible after signs of a cold were noted. Upon reporting to the nurse, 
the employee was questioned as to the nature of his work to make sure that 
those doing hazardous jobs were not included. Employees whose normal duties 
required them to drive company cars, climb poles, or work around machinery 
were excluded from this experiment. Until more was known about the side re- 
actions which might occur during the use of an antihistamine drug, it was felt that 
this precaution was desirable. 

The directions for use were reviewed with the employee by the nurse to 
make certain that they were fully understood. In addition, the same directions 
were printed on the packages. The directions were to take one tablet immediately 
and then to follow with one tablet before each meal and at bedtime. The directions 
included the following cautions: 

1. Do not take more tablets than are required to relieve the cold. 

2. Do not, under any circumstances, take the tablets for more than 3 days. 

3. If you become drowsy, do not drive a car, use intricate machinery or 

undertake work requiring fine precision. 

Where symptoms disappeared soon after starting the tablets, the employees 
were asked to continue medication for another 24 hours, but never to exceed 
the total of 12 tablets. 

At the time of the first visit, the nurse gave the employee a questionnaire, on 
which she had entered the employee’s name, department and date, and urged 
him to start filling ic out as soon as possible in order to establish accurately the 
relationship between the onset of symptoms and the onset of treatment, and at 
the same time to record the actual signs of the cold causing the visit. These 
questionnaires were available in both English and French. 

The employees were requested to return the completed form one week 
after taking the cold tablets. If they failed to do so, the nurse had a record of 
the name, department and telephone number of the patient on a daily sheet so 
that follow-up was made possible. A total of 981 employees took part in the 
experiment and replies complete enough for processing were received from 881. 

Some of the employees decided, after their visit to the health centre, not to 
continue with the cold experiment and consequently did not fill in the question- 
naire. Some decided, after being given the tablets in the Medical Department, 
to be on the safe side and purchase their own antihistamines rather than take 
a chance on whether they had received the real drug or the placebo. Others were 
influenced by the reactions being reported by some of the participants and de- 
cided not to continue with the medication. In other cases, the questionnaires 
were returned with some very caustic remarks, including an opinion about the 
treatment, but with the questionnaire incomplete. The questionnaires were in 
a convenient form for mailing directly to the Medical Department. After being 
sorted, they were forwarded to the Statistical Department for processing. Until 
the experiment was completed, the department did not know which was the 
antihistamine group and which was the control. 

The group receiving the antihistamine compound was composed of 484 
employees, 27 per cent of whom were males and 73 per cent females. The control 
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group contained 397 persons, 29 per cent of whom were males and 70 per cent 
females.* Ninety-four per cent of the antihistamine group had an indoor occu- 
pation within the company as compared with 95 per cent in the control group; 
the other 6 per cent in the antihistamine group worked partly indoors and partly 
outdoors, while 4 per cent in the control group did likewise. Every department 
in the company was represented in almost identical proportions in the two groups. 


RESULTS OF THE EXPERIMENT 


Chart No. 1 shows the analysis of the answers to the question ‘“What was the 
first sign of your cold?” The symptom of sneezing was present in 43 per cent of 
the antihistamine group and in 41 per cent of the control group; coughing was 
present in 15 per cent of the antihistamine group and 13 per cent of the control 
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Figure I. Antihistamine test survey. Symptoms—distribution (per cent). 


group; stuffy head was noted in 42 per cent of the antihistamine group and 37 
per cent of the control group; tickle in the throat was reported by 36 per cent 
of the antihistamine group and 40 per cent of the control group. Other symptoms 
were reported by 15 per cent of the antihistamine group and 17 per cent of the 
control group. In these two groups, then, the first signs of the common cold 
correspond very closely. 

Chart No. 2 shows the time interval between noting symptoms and starting 
treatment. In the antihistamine group 16 per cent had signs of a cold for less 
than 6 hours before treatment, as compared with 22 per cent in the control group; 
those with signs of a cold for 6 to 12 hours formed 24 per cent in the antihista- 
mine group and 22 per cent in the control group; those with signs from 12 to 24 
hours before treatment constituted 17 per cent in the antihistamine group and 20 
per cent in the control group. Altogether, those with signs of a cold for less than 
1 day upon starting treatment formed 57 per cent of the total in the antihistamine 
group and 64 per cent in the control group. In the antihistamine group, 26 per 
cent had signs of a cold for 1 to 2 days before treatment was begun, as compared 


*Incomplete reporting on sex in this group. 
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with 16 per cent in the control group. While we encouraged employees to seek 
treatment as early as possible after the first signs of a cold, 17 per cent of the 
antihistamine group and 20 per cent of the control group had had symptoms for 
over 2 days when they reported to the Medical Department for treatment. 


% OF TOTAL % OF TOTAL 
ANTIHISTAMINE CONTROL 





LESS THAN 6-12 12-24 1-2 OVER 
6 HOURS HOURS HOURS DAYS 2 DAYS 
Figure II. Antihistamine test survey. Time interval between noting symptoms 
and starting treatment. 


Chart No. 3 shows the reaction to treatment in the two groups. These 
charts are based on the answers to the question “Do you feel that the cold tablets 
relieved your cold?” In the antihistamine group, 46 per cent stated that they 
obtained relief as against 45 per cent in the control group. Twenty-five per cent 
of the antihistamine group were not sure whether the tablets had helped, as 
compared with 29 per cent in the control group. Twenty-nine per cent in the 
antihistamine group and 26 per cent in the control group obtained no relief from 
the medication. When the reaction to treatment was broken down further into 
male and female groups, almost identical answers were received. 
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Ficure III. Antihistamine test survey. Reaction to treatment. 


Chart No. 4 shows the duration of the cold symptoms in the two groups. 
In both the antihistamine and control groups, the cold lasted less than 1 day in 
11 per cent; in 39 per cent of the antihistamine group the cold lasted from 1 to 
3 days, while 37 per cent in the control group reported the same duration. In 23 
per cent of the antihistamine group, the cold symptoms lasted for 4 to 7 days, 
and a similar experience was noted by 27 per cent in the control group. The cold 
symptoms lasted for more than 7 days in 17 per cent of the antihistamine group 
and 18 per cent of the control group. No information on duration was obtained 
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from 10 per cent of the antihistamine group nor from 7 per cent of the control 
group. This probably represents the difficulty that some people have in knowing 
definitely when the symptoms of the cold have disappeared. 

Sixty-nine per cent of the antihistamine group and 72 per cent of the control 
group stated that they had taken the full treatment according to instructions. 
Twenty-seven per cent in the antihistamine group and 25 per cent in the control 
group did not follow the directions fully. In the large percentage of such cases, 
the employee forgot to take one and sometimes two of the tablets during the 
course of treatment. In an experiment like this, the percentage of persons failing 
to take the full treatment is not likely to be any greater than in any other group 
of patients who have had medication prescribed for them. 
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Ficure IV. Antihistamine test survey. Duration of cold following treatment. 


Of the 69 per cent in the antihistamine group who followed the instructions 
fully, 50 per cent stated that the tablets relieved the cold symptoms, as compared 
with 47 per cent in the control group. In both groups the percentages of those 
obtaining no relief or of being unsure of the results were almost identical. The 
duration of the cold in the two groups taking the full treatment was identical. 

The statement has been made that the antihistamine treatment is more 
effective if begun soon after the cold symptoms appear, and some studies (10, 11, 
12, 13) have indicated that the percentage of patients on antihistamine therapy 
who obtain relief of cold symptoms diminishes progressively as treatment is 
delayed. In our study, this relationship between the duration of cold symptoms 
and the effectiveness of the treatment was not present. For example, in the 
antihistamine group which had signs of a cold of less than 6 hours’ duration when 
treatment was started, only 45 per cent felt that the tablets relieved the cold 
symptoms; in the control group, with signs of a cold of the same duration, 
51 per cent reported relief of symptoms. In the groups with symptoms present 
for from 6 to 12 hours, 51 per cent in the antihistamine group and 43 per cent 
in the control group obtained relief from the medication; with symptoms present 
for from 12 to 24 hours, 50 per cent in the antihistamine group and 53 per cent 
in the control group noted relief of symptoms. 

Where treatment was begun within 6 hours of the appearance of cold 
symptoms, a higher percentage of employees reported relief within 24 hours of 
starting the tablets, but this was true of both the antihistamine group (29 per 
cent) and the control group (26 per cent). Twenty-three per cent of the anti- 
histamine group and 28 per cent of the control group stayed away from work 
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because of their colds. Of these, +1 per cent in the antihistamine group and 27 
per cent in the control group stated that they obtained relief from the medication. 
This is the only place in the whole experiment where a difference of this degree 
was noted. The reason is not too certain. It may be that the antihistamine group 
was receiving analgesic and antipyretic drugs along with the antihistamine, and 
the relief noted may have been related to this. The duration of symptoms in those 
who remained away from work due to colds was not markedly different in the 
two groups. 


Side Reactions 

One hundred and twenty-six employees in the antihistamine group (26 per 
cent of the total) and 99 in the control group (25 per cent) reported unpleasant 
effects during the course of treatment. The chief causes and percentages are as 
follows : 


Antihistamine Control 
Drowsiness 46% 16% 
Dizziness 19% 17% 
Nausea or stomach upset 10% 19% 
Headache 8% 22% 
Dry throat or mouth 7% 5% 
Weakness 2% 5% 
Tachycardia 3% 1% 
Diarrhoea 2% 2% 
Skin rash 2% 2% 


Other side reactions included nervousness, ringing in the ears, mental inco- 
ordination and lassitude. Some employees reported more than one side reaction. 

The vast majority of the side reactions encountered were not of a serious 
character but it should be kept in mind that tragic consequences have been 
reported as a result of indiscriminate dosage with antihistamines. It is important 
to realize that individuals react differently to antihistamine drugs and that these 
reactions differ more markedly from case to case than from drug to drug in 
comparable doses. In view of the incidence of these reactions, it seems desirable 
that the use of antihistamine drugs should be carefully supervised and the patients 
should be impressed with the fact that they should not attempt to use them 
without advice, until antihistamine drugs of less toxicity are available. It seems 
best, for the present, to administer the first dose of antihistamines at a time 
when the patient will not be called upon to perform skilled movements depending 
upon acts of judgment. The fact that the directions on the envelope stated that 
drowsiness sometimes occurs in people taking antihistamine drugs may account 
to some extent for the large number noting a symptom of drowsiness. It would 
appear also that suggestibility enters into the reporting of reactions in both the 
antihistamine and the control group. In our head office building, which contains 
the main medical department, side reactions were quite uncommon. An undue 
number of reactions was noted in two departments in another building in 
Montreal and the unfavorable side reactions may have become a topic of con- 
versation and influenced the results. 

It is interesting to note the high percentage of reactions in the placebo 
group and also that the symptom of drowsiness occurred in the same percentage 
of cases in the control group as in the antihistamine group. The only serious 
reaction in this experiment occurred in an employee who was later found to have 
a known history of sensitivity to acetylsalicylic acid. 
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To summarize, the results of a controlled test designed to evaluate the 
efficacy of the treatment of the common cold by an antihistaminic compound 
have been presented. They show that the antihistaminic compound did not have 
any measurable effect on the colds treated during this trial period. 

Twenty-five years ago, Wade Hampton Frost, an outstanding American 
epidemiologist, wrote an article entitled ‘““Rendering Account in Public Health”. 
Today, when the new advances in medicine are reaching the public before their 
significance and value are fully known by the medical profession, a brief para- 
graph from his paper seems to be very appropriate. 

“It is frequently easy to exhibit some figures which, though not really to 
the point, will nevertheless serve to impress an uncritical public, and the 
temptation may be great to give them, at least by implication, an unduly favorable 
interpretation. It is more difficult and more tedious to present the full argument, 
based on all the facts, and it is perhaps a little humiliating to admit that the 
statistical evidence is deficient because we have failed to collect it; but to do 
this is not only more scientific, it is in the end more convincing, and after all there 
is no free choice, because it is the only /ronest method, whether it be convenient 
or not. Finally, it is the only way of progress, for the first step toward collecting 
better evidence is to recognize the deficiencies of that which is at hand.” 
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THE CARE OF THE ADOLESCENT AND ADULT IN INDUSTRY 
(Industrial Health) 


FRASER BROCKINGTON 
M.R.C.S.( Eng.) ; L.R.C.P.( Lond.) ; D.P.H.; B.Chir., M.D.( Camb.) ; 
M.A.( Camb.) ; Barrister-at-Law 
County Medical Officer 
Public Health Department, West Riding of Yorkshire 
Wakefield, Yorkshire, England 


HEN factories and workshops cover the landscape, the whole standard of 

the life of a nation advances. There is, for example, more coal and more 
steel and abundance of everything which is made from them; all will benefit from 
the variety of goods made available and the richer diet to which improved agri- 
culture, foreign trade and individual purchasing power gives rise. The nation 
gains but the individual may lose. The people who have left their age-old village 
crafts and agricultural pursuits to crowd into towns and to work in confined and 
dusty atmospheres are exposed to risks. The industrial workers, men and women, 
constitute a new class of susceptibles to whom the health department should 
pay the highest regard. Lord Shaftesbury recognised this fact when he forced 
through a reluctant parliament his first great Factory Act of 1833. But if Lord 
Shaftesbury were to return to Britain in this festival year of 1951, he would 
almost certainly feel some sense of disappointment that the seed which he sowed 
so long ago should have been so slow to grow. Twenty millions of people in his 
day have grown to 50 millions and the majority of this population (between the 
ages of 16 and 60) now go to work in nearly a quarter of a million factories and 
workshops; yet there is no comprehensive industrial health service. The same 
slender framework of lay government inspectors (supplemented since 1898 by 
15 medical inspectors) exists; this has been strengthened here and there by 
new medical departments as in the Coal Board, new research centres such as 
the Medical Research Council Pneumoconiosis Unit at Cardiff, and fresh legis- 
lation such as that to replace workmen’s compensation by comprehensive in- 
surance. Some of the large factories, encouraged by the Factories (Medical and 
Welfare Services) Order, 1940, have since developed their own health services, 
including whole-time and part-time doctors and nurses; but there is as yet hardly 
any attempt to promote health in the smaller factories except in isolated instances 
such as the Slough scheme where 127, mainly small, factories in one area are 
served by one joint service. As a tribute to unchanging Britain, 1,800 ‘appointed 
factory doctors’, mostly in general practice, carry out the duty, in the same 
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measure and manner as first established in 1833, of examining entrants to factory 
life and those changing from one job to another. Shaftesbury’s Factory Act 
has been furbished up from time to time (the last great new edition being in 
1937) ; it gives limited powers to health authorities in matters of factory sanita- 
tion and mainly in factories which do not use mechanical power, and the rest 
of factory sanitation is dealt with by the central inspectorate. 

This is a confused picture, and, worse still, it is most incomplete. In contrast 
with the protective services for two other classes of susceptible persons (the 
mother and her young child and the school child) just described, there can 
hardly be said to be any substantial protection for the adult and adolescent in 
industry. Viewed from a national angle in a highly industrial land, the absence 
of care for the worker in Britain is a notable gap in our personal health services. 
Existing preventive services for groups of susceptible persons, whose good 
health is essential to the preservation of community health, may be said to cover 
from before birth to school-leaving age, and again under recent legislation after 
the period of useful employment has ceased. In the intervening period, which is 
the span of the normal man’s working life, certain special groups such as the 
expectant mother, the tuberculous, the handicapped, and those with venereal 
disease, are cared for, but the industrial worker is conspicuous by his absence. 
The discrepancy is further emphasised by the fact that there are services to 
protect his home environment, his food, and in some measure his recreation. It 
is fundamentally unsound that the period of busy working years, with its strain 
and uncertainty, which forms the major part of the life span, should not be 
completely covered. Apart from the decline in efficiency of the worker which 
results from his neglect, the nation has to deal with a vast amount of chronic 
illness which could be prevented. The happiness and health of the whole nation 
demands that this gap shall be closed. 

The need to close this gap is fairly widely recognised but, as not infre- 
quently happens, there is opposition from those very sources from which most 
support would be expected, i.e. those already engaged in the field. The Ministry 
of Labour (which only recently inherited the assets, such as they are, from the 
Home Office where they had rested since Shaftesbury’s day) somewhat naturally 
wishes to retain full control of what it regards as an essential corollary to the 
economic life of industry ; the whole-time industrial medical officer now employed 
by independent firms, or in separate corporations, is anxious lest any change may 
reduce his influence and status; the Ministry of Health, already deeply com- 
mitted to other branches of a National Health Service, fears to impose further 
strain upon our limited medical resources—reduced in efficiency and output by 
excess of form filling and disproportionate demands for medicine of all sorts. 

The Minister of Health (Mr. Bevan) made it clear at the time when State 
medicine was introduced into Britain that he would consider closely the needs 
of industry, and he accordingly set up (in June 1949) a Committee of enquiry 
under the chairmanship of His Honour Judge Dale. The terms of reference 
of this Committee were as follows : 

“to examine the relationship (including any possibility of overlapping) between 

the preventive and curative health services provided for the population at 

large and the industrial health services which make a call on medical man- 
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power (doctors, nurses and auxiliary medical personnel) ; to consider what 
measures should be taken by Government and other parties concerned to 
ensure that such medical manpower is used to the best advantage; and to 
make recommendations”. 
Before this Committee of eminent persons the Society of Medical Officers of 
Health gave evidence (Public Health, Feb. 1950). I am concerned here to show 
how industrial health should be developed as an integral part of the service to 
protect community health under the general direction of the Medical Officer 
of Health. 

The first most important point which needs emphasis is the relatively 
small number of industrial workers in Britain that are employed in large under- 
takings. The greatest need is to be found in the small factories and workshops 
and offices. The total number of factories (broadly, places where things are made 
or mended) in Great Britain is 243,769; only 4,499 had (in May, 1949) any 
kind of medical service. Four-fifths of these factories employ less than 26 
workers and there are, in addition, a great number of small offices, shops and 
restaurants not covered by the Factories Acts. In general, all these small places 
of work are totally lacking in any service to prevent illness and promote health; 
yet it is here that so much harm to health may be done; it is here that the health 
of our nation is cradled. The chief object of an industrial health service should 
be to concentrate upon filling up gaps, and it is upon this large number of 
small undertakings that the service should concentrate. 

The second point is how little power the Medical Officer of Health is given 
by existing statutes to prevent illness and promote health in the places where 
men and women spend their working hours. The Factories Act, 1937, permits 
the enforcement of provisions as to sanitary conveniences in all factories and as 
to other environmental factors (cleanliness, overcrowding, temperature, venti- 
lation, drainage of floors) in factories that do not use mechanical power; it also 
gives powers to supervise ‘outworkers’. There are further limited powers over 
environmental conditions in the Public Health Act, 1936. Within these limited 
powers the Medical Officer of Health has effected considerable improvements, 
but he is limited by having inadequate powers over the environment and even 
more by having no responsibilities at all for personal health. 

The third point is that the health of the worker in industry is closely related 
to his health in other community spheres. The social problems involved will relate 
to other problems of a like nature. In a divided health service (as can be seen 
in the outline of a full industrial Health Service below) the balance of advantage 
must lie in placing such a development (if it can be brought about) under the 
community health authority. Complete, and indeed convincing, as I hope vou will 
feel the case to be, there is a risk (of which I have already spoken) that the 
tendency to split up community health problems will continue to operate. If 
this happens, our errors may yet be your gain. 

The broad outlines of an industrial health service can be given under the 
following seven headings—(a) a comprehensive service for environmental con- 
ditions, i.e. factory design, heating, lighting, sanitation and the conditions of work 
in relation to the nature of the industry; (b) continuous health supervision of a 
preventive character, intended to detect the first signs of disease (including 
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psychological disorders) and to emphasise the need for positive health; (c) a 
service to advise on job analysis, including ‘pre-employment’ and ‘change of 
employment’; (d) a service for health education, with particular reference to the 
nature of the work; (e) a service for special medical advice and research on 
hazardous occupations; (f) a service for rehabilitation after illness and accidents ; 
(q) the provision of welfare services. 

To protect the environment of the worker, the first essential is to secure 
that the community health department has powers to control the whole of the 
environment of industry. Ever since the first great Factory Act (the Shaftesbury 
Act of 1833), it has been customary in Britain to employ a centralised inspector- 
ate. This overlaps with the work of the local sanitary inspector and has the dis- 
advantages o: remoteness. It is clearly out of date in twentieth-century Britain. 
Local problems can best be solved by local people, who have knowledge gained by 
long experience on the spot. Factory inspectors employed by the central authority 
can no doubt be of great value, but the immediate attack on the problem should 
be local. With the obligation to provide a complete health cover, the community 
health authority might employ one or more industrial health doctors (with special 
experience) to exercise an overall supervision of all factories, workshops, offices 
and restaurants in the area. Under these, day-to-day supervision could be under- 
taken by general practitioners serving the authority part-time and working over 
defined areas; they could visit the departments of various concerns and see 
the operatives at work. As the right hand of the industrial health doctors and the 
general practitioners doing day-to-day supervision, there would be work for 
sanitary inspectors (and no doubt public-health trained engineers ) ; these sanitary 
officers would work over the whole environmental field in order to correlate the 
factory work with other environmental conditions of the area. 

To secure continuous health supervision of the operatives themselves there 
needs to be routine medical inspection in a service closely allied to what is done 
in schools. A medical officer (preferably the general practitioner referred to 
above) should undertake to do this work in a defined area. In this work the 
general practitioner should have the assistance of the health visitor, and, just 
as the sanitary inspector exercises a continuous supervision over industrial 
environment, the health visitor can do the same for personal health in industry. 
She can bring to the notice of the doctor all departures from normal; promote 
health discussions with the workers and deal with the management over points 
of detail; and relate the personal health factors at the place of work with the 
social and health factors at home. The health visitor, working with the industrial 
medical officer, should be a member of the community health department and 
where appropriate engaged in the full range of health visiting duties elsewhere 
at home and at school. This would not often be possible for the large factories, 
where whole-time staff would be fully occupied but, as already indicated, it is 
the very large number of small factories and workshops which present the major 
hazard to community health. A system of health visiting for these small places 
could be arranged as an extension of functions for the present health visitors. 

Job analysis is largely the question of how best to advise the child leaving 
school and the adolescent trying, by changing employment, to find his most 
congenial work; this cannot be wholly effective unless it is integrated with the 
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work of the school health service. The following quotation from ‘School and 
Life’ is appropriate : 

“In order that the examination of fitness to enter industry should take 
its proper place in the health service, the statutory examination now carried 
out by the factory surgeon for certain employments should be transferred to 
the School Health Service, which will of course be extended to the county 
colleges as they are established. The school medical officer engaged on such 
work must have special knowledge of factory work and factory condi- 
Wh. 

The same general practitioners and health visitors previously described will 
undertake this work. 

A service for health education could conveniently and economically be com- 
bined with the health education scheme which every community health authority 
must develop. Much health education is common to all walks of life, and this 
could be supplemented where necessary by advice from the medical officers and 
health visitors working in industry who would know the hazards of particular 
occupations. 

A service for special medical advice and research on hazardous occupations 
so far as it has been developed in Britain has also been centralised, first in the 
Home Office and now in the Ministry of Labour, with fifteen medical factory 
inspectors to cover the country. This is, of course, hardly adequate and in a 
complete industrial health service the community health authority would employ, 
as indicated above, specially trained industrial health officers. It should be part 
of his work to study the industrial hazards of the area covered by the com- 
munity health authority and advise the Medical Officer of Health. There would 
be considerable advantage in bringing this work, now undertaken by a central 
government department, down to a local level. 

To secure rehabilitation of the injured and sick workers the community 
health authority must extend arrangements now being made for care and ajfter- 
care of all sick and handicapped persons (under section 28 of the National 
Health Service Act) to cover industry. There should be no great difficulty about 
this, and the work for industry would gain much from such integration. It would 
be wrong to establish an independent care and after-care service for industry. 
The medical officer on the staff of the community health department would be 
an impartial investigator with access via the Medical Officer of Health to all 
departments and could use the close liaison which exists for other forms of care 
and after-care with hospitals and out-patient clinics. One great benefit of 
integrating industrial care and after-care with the rest of public health work 
will result from the advantage to the family doctor. A new route would be open 
to the general practitioner for solving his patients’ medical and social problems 
via the services of the community health department; this would be facilitated 
by the employment of the part-time general practitioner with a special interest 
in industrial health. He could rely upon the ready provision of such services as 
rehousing overcrowded and tuberculous workers, home helps and home nursing 
for the sick, domiciliary midwifery, the assistance of health visitors and other 
social and welfare workers for the aging and infirm, and the help of the mental 
health service in solving the many forms of mental ill-health to which the 
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stresses and strains of industrial life contribute—in fact, for every contingency 
not clearly a hospital problem. The care and after-care made possible under 
section 28 of the National Health Service Act would thus be extended to the 
industrial worker. 

Finally, the provision of weliare services for the industrial worker is a 
logical development of social welfare now making advances under the National 
Assistance Act, 1948 (see letter of July, 1948). The organisation of social clubs, 
recreational facilities, canteens and other activities, can contribute greatly to 
the health of the worker. The Medical Officer of Health should be supported 
in promoting this side of the work by a welfare officer, who might combine 
it with other welfare activities. Welfare is, of course, part of social medicine, 
although alas it has become a sort of King Charles’ head to some here in high 
quarters who talk about it as if it can exist as a separate entity. To be effective 
it must be closely integrated with preventive medical care in general. 

If the above plan could come into effect, the Medical Officer of Health would 
be placed in a position to promote the health of the worker in industry with the 
aid of an industrial health team: the specially qualified industrial medical officer, 
the general practitioner giving part-time service to a defined area, the health 
visitor, the sanitary inspector, and the welfare officer. The principles governing 
occupational health are the same as those for preventive and social medicine in 
other aspects of community life, except in so far as certain occupations have 
special hazards. The training and qualifications of the Medical Officer of Health 
and the health visitor (with adjustments mentioned in a previous letter of 
January, 1950) and of the sanitary inspector, should therefore be adequate for 
this work. For the whole-time industrial medical officer a specialist knowledge of 
industrial hazards must be gained either, preferably, as a selective subject in the 
normal D.P.H. or by a separate diploma as at present; if the latter the D.P.H. 
should be taken as a preliminary. For the general practitioner doing part-time 
work, who is not able to take a full qualification, short courses lasting six 
weeks (or the equivalent) should be instituted. 

The large firms which now provide an excellent service (there are about 
230 doctors employed whole-time in industry), and such other firms as wish to 
do the same, should be permitted to operate their own services with advice and 
guidance only from the health department. 

Finally, there is an overall need for economy in medical manpower which 
supports the inclusion of an industrial health service within the community 
health service. In planning an occupational health service on a national basis, 
heed must be taken of the number of doctors available to take part in the scheme. 
There are now, and will be for a long time, too few industrially trained medical 
officers to provide a full-time service for all industrial establishments in the 
country, even if several factories combine to employ a full-time doctor. One or 
two whole-time medical officers could, as a first step, survey the area of the com- 
munity health authority; medical staff could then be completed by the appoint- 
ment of part-time general practitioners. Furthermore, it would be an economy 
to make use of the community health department as a basic administrative 
machine. 


With this brief review of what might be, it is of interest to examine the Dale 
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Report just published (Command 8170, February 1951), which presumably 
tells us what is to be. The report is disappointing and it will not lead to any- 
thing like the above comprehensive cover. With so much conflict and prejudice 
it was perhaps too much to expect any forthright statement and certainly not 
one particularly favouring the case pleaded by the Society of Medical Officers 
of Health for industrial health to form part of the community health service. 
The Dale Committee has, in an attempt to please all and offend none, given less 
than was expected. The Committee’s main recommendation is for another com- 
mittee—a standing joint advisory committee of the Ministries of Health, Labour 
and National Service, and Fuel and Power ‘to co-ordinate the development of 
industrial health services fully and effectively’. And so the pathetic belief in the 
solution of all man’s ills by committees has another sacrificial victim. What 
industry wants is executive action in the health field, and all it gets is the pious 
recommendation that ‘for the most beneficial development of the National Health 
Service, Public Health Service and Industrial Health Service there must be 
co-ordination’. The mountain has given birth to a small mouse. Is this another 
great opportunity lost to bring together the services vital to the protection of 
the community health? 








Mortality in Terms of Lost Years of Life 
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HIS investigation evolved out of a more detailed and comprehensive study 

of the mortality changes in British Columbia over a twenty-five year 
period. Although it is based on 1946 mortality data, the underlying argument 
remains unchanged. 

The purpose of a study of mortality changes is to ferret out, and to present 
in proper perspective, facts which may be of value in helping to direct or to 
assess the public health program. To obtain these facts, we look closely at 
what has happened within each cause of death, or at least within certain broad 
and mutually exclusive groupings of causes of death. We might first study 
the age-specific rates for each cause and might find significant facts concerning 
the rates and the changes in the rates according to age. We might next look 
at the total rates for each cause, and observe that the rates for communicable 
diseases have dropped something like 90 per cent in the quarter century, while 
the rate for cancer has increased almost 80 per cent, and that for heart condi- 
tions has more than doubled. We would know that part of the increase in the 
degenerative conditions is due to the aging of the population—a very impor- 
tant factor in British Columbia—and we would probably resort to adjusting 
the rates for age. In age-adjusting we remove the effect of the different age 
composition of the population by saying that if our population structure had 
remained unchanged, these are what our cause specific rates would have been. 
We thus gain a fairly true expression of the net risk of mortality from the 
specified causes, which we who are familiar with statistics can interpret; but 
we also lose something, and we also neglect something. 

\What we lose is a considerable degree of reality, because we cease to deal 
with our own population structure, and deal with a hypothetical or standard 
population structure. Yet our problems in public health are the joint product 
of mortality risks and the actual populations those risks operate in. If the 
proportion of our population in the older age group has doubled, even though 
the risk of dying in that age group has remained constant, then from a public 
health point of view our problem has increased. In addition, how many of the 
lay people whom we must inform by means of our statistics—the general 
public, the press, the local board of health, the members of the Legislature— 
really understand what is implied in age-adjusted or standardized rates? 
Very few, I think. 


Presented before the Vital Statistics Section at the thirty-ninth annual meeting of the 


Canadian Public Health Association, held in the King Edward Hotel, Toronto, June 12-14, 
1950. 
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There is an even more serious shortcoming in age-adjusted rates, and this 
is the factor which we usually neglect entirely. No one is unaware that certain 
diseases extinguish life at an earlier age than do others, and therefore exact a 
greater price, death for death, in terms of the years of life they destroy. Can- 
cer and the cardiovascular-renal group strike with greatest force late in life, 
while diphtheria, whooping cough, tuberculosis, respiratory diseases, and 
others, show their strength at much earlier ages. A death at age 20 is a greater 
calamity than one at age 65; and one in childhood a greater loss than one in 
maturity. Hence it would seem reasonable—in fact, highly necessary—that 
this feature of mortality be considered when gauging the effect of death rates 
and of changes in death rates. So what we must look for is a simple way of 
expressing the true net result of the changes in the age-specific risks of mortal- 
itv for each cause, as they apply to our own population. 

I submit that we can do this, and can have a very straightforward and 
readily understandable assessment of mortality and mortality changes, if we 
think not just in terms of the risk of dying, nor even of the individual lives 
that are lost, but rather in terms of the years of life that are lost. For most 
purposes, our interest in mortality changes is a simple one. We desire merely 
to compare the present with some previous experience. We want only to 
know the net consequences today, on our population of today, of these changes 
in the risks of mortality from various causes at various ages. This information 
can be most directly given in terms of vears of life. We need only to compare 
the number of life years we are presently losing to each cause with the number 
we would be losing if our present population were subjected to the mortality 
risks of the earlier period. Such a comparison has almost instant meaning to 
everyone. If previous rates at each age had prevailed, our position would 
have been this, whereas in actual fact, because those rates have changed, our 
position is this other. 

To arrive at the number of life vears lost is also very easy. We simply 
multiply the deaths in each age group by the life expectancy of that age group, 
and then add up the products to obtain the total life years lost to each cause. 

One further consideration must be dealt with before comparisons based 
on life years can be most useful. Certain causes appear to be the natural 
termination of life when its full course has been run. Therefore, many of the 
deaths prevented in the earlier age groups will probably take place in old age 
from one of the normal degenerative conditions. If no account were taken of 
this, the position of the group of degenerative diseases would suffer from any 
improvements made in other causes, even though to a much less degree in 
terms of life years lost. This paradox is easily avoided by considering only 
years of life under the age of 70 rather than total life expectancy. In other 
words, we shall consider only untimely or premature loss of life, which is, in 
any case, the main concern of public health and medicine. What constitutes 
an untimely death may be open to debate, but with life expectancy approach- 
ing the Biblical three score years and ten, to consider as untimely all loss of 
life under the age of 70 seems a logical and a practical expedient. To obtain 
the total life years lost under 70, then, it is necessary to multiply the deaths 
in each age group by the difference between 70 and the mid-point of the age 
group, and summate the products. 
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Charts 1, 2 and 3 show how greatly the picture of mortality and of mor- 
talitv changes is modified when measurement is made in terms of life years 
under 70. The first chart shows the percentage changes that have taken place 
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CHART 1 
Mortatity CHANGES IN SPECIFIED CAUSES 


Percentage Change in Mortality from Specified Causes, According to the Type of 
Measurement Used; British Columbia, 1922-24 to 1944-46. 
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within each cause when measured by the crude death rate, by the age-adjusted 
death rate, and in terms of life-vears lost. The crude death rate is not an 
accurate measure of mortality changes in a changing population, but although 
we may be aware of this weakness in crude rates and in a general way make 
allowance for it, we do not always realize how serious a shortcoming it is. | 
therefore considered it worthwhile to include the crude rates in the compari- 
sons. In order that the comparisons might be based on as stable a situation 
as possible, three-year averages at the beginning and at the end of the period 
under review were used instead of only the experience of the opening and clos- 
ing years. 

Looking at the individual causes of death, it will be seen that quite a 
different emphasis attaches to what has happened in certain causes, when 
assessed by these different units. Very prominent is the modification brought 
about in the cardiovascular-renal group. The crude death rate from these 
diseases has increased over 112 per cent since the start of the period, and the 
age-adjusted rate has increased 21 per cent, yet in terms of life years lost under 
70 there has actually been a decline of about 3 per cent. This underlines the 
fact that the declines in cardiovascular-renal mortality in the younger age 
groups have more than off-set, in terms of life years, the increases at the older 
ages under 70. The revision of the diabetes picture is also interesting. The 
crude death rate portrays a 60 per cent increase while the age-adjusted rate 
shows virtually no change; yet in life years lost, there has been a decline of 
almost 27 per cent. 

The great reductions in the four communicable diseases of childhood— 
diphtheria, whooping cough, scarlet fever, and measles—are little affected by 
the method of measuring, which, of course, is a reflection of the concentration 
of such deaths within a narrow age group. The decline in tuberculosis is like- 
wise not greatly affected by the type of measurement because of its more even 
distribution over a wide age span. Accident mortality declined 20 per cent 
in terms of the crude death rate, about 25 per cent in terms of the age-adjusted 
rate, and over 35 per cent in terms of life years lost. Cancer, which had an 
80 per cent increase in the crude death rate, showed only a 13 per cent increase 
in the age-adjusted rate, but experienced an increase of over 18 per cent in 
life years lost. Of course, we have strong reason to suspect that the cancer 
mortality picture over this twenty-five-year period has been adversely affected 
by improved diagnosis and awareness of the disease. The effect on the over-all 
death rate is also worthy of note. The crude rate shows almost a 15 per cent 
increase, while the age-adjusted rate witnesses a 19 per cent decline; but in 
terms of life years lost there is a much more significant reduction of over 36 
per cent. 

So much for what has happened within each individual cause of death. 
Probably what we are much more interested in is knowing the relative import- 
ance of what has taken place within each cause in the total mortality picture. 
The decline in deaths from the communicable diseases has been extremely 
dramatic, but the rates from those causes were much lower to start with than 
the rate, say, in tuberculosis; and to plan an intelligent public health program, 
we must know where the greatest result is being accomplished rather than the 
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CHART 2 
RELATIVE IMPORTANCE OF MortTALity CHANGES IN SPECIFIED CAUSES. 


Reductions and Increases in Total Mortality Contributed by Specified Causes, Compared 
with the Reduction Contributed by Respiratory Diseases, According to Type of Measure- 


ment Used; British Columbia, 1922-24 to 1944-46. 
(Reduction in Respiratory Mortality used as base 100) 


most dramatic result. We must, therefore, compare the contribution which 
each cause has made in the total change in mortality. Since it happens that 
the greatest contribution to the mortality decline has been made in the res- 
piratory group, it is reasonable to use the decline in respiratory mortality as 
the base, and to see how the changes in other causes line up with this notable 
reduction. Such a comparison has been made in Chart 2, again according to 
the three different methods of measurement. 
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The relative importance of the contribution made by each cause can be 
seen to be radically different when measured in terms of life vears lost under 
70 years. From the crude rates alone, the reduction that has been made in 
respiratory mortality would appear to be offset more than six-fold by the 
increase in the cardiovascular-renal group. In terms of the age-adjusted rate, 
the cardiovascular-renal increase only just cancels the respiratory decline; yet 
in the light of life years, the cardiovascular-renal group has actually been 
reduced in severity itself. The decline in the crude death rate from tuber- 
culosis has equalled the decline from respiratory causes. The reduction in the 
age-adjusted rate for tuberculosis matches only 60 per cent of the respiratory 
decline, yet in life years saved, tuberculosis has made a contribution equal to 
93 per cent of that made by the respiratory group. The four communicable 
diseases of childhood rate only 30 per cent as high as the respiratory group in 
affecting the reductions in age-adjusted rates, yet they count almost 70 per 
cent as much in terms of life years saved. Comparisons of the relative import- 
ance of all the other causes can be made, and all verify the statement that both 
the crude and the age-adjusted rates fall far short of giving an accurate repre- 
sentation of the changes in mortality contributed by each cause. 

Hence, it is the diagram at the bottom of Chart 2 which gives us the 
information about the mortality changes which is most pertinent from the 
public health viewpoint. The point of especial note here is that as far as 
premature loss of life is concerned, the cardiovascular-renal group, instead of 
becoming more lethal, has actually declined in severity, and the much-talked- 
of increase in cancer mortality is almost negligible when compared with the 
very favourable reductions made in other causes. 

Finally, in the third chart the current mortality state is compared in 
terms of the three different measurements. In considering the current mortal- 
ity situation, crude death rates are more desirable than age-adjusted rates, 
since the primary interest is in the real situation currently existing in our own 
population. Nevertheless, even the crude death rates do not give the picture 
that is really required by public health personnel, whose principal concern in 
mortality lies with the untimely deaths. The concept of life years lost under 
70 is put forward, therefore, as a supplement to the crude death rate. By 
comparing the life years that are currently being lost under age 70 from each 
cause of death, a better understanding of the relative importance that should be 
given to each cause of death may be had. The ranking of the diseases accord- 
ing to the crude death rates is fairly well known. The cardiovascular-renal 
group stands well in front, producing 44 per cent of all mortality. Cancer 
ranks second, claiming over 14 per cent of the deaths, while accidents follow 
cancer but with a rate only one-half as great. Tuberculosis and respiratory 
causes tie for fourth place with a rate of 5.5 per cent each. 

However, in life years lost, not only the severity but even the order of 
these causes is different. The cardiovascular-renal group still leads but with 
its dominance cut from 44 to just over 14 per cent of the total. Cancer drops 
to fifth place, featuring in only 7.8 per cent of the life years lost. Second 
place is taken by accidents, which have increased in importance from 7.2 to 
11.7 per cent, while tuberculosis now ranks third, having almost doubled its 
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influence from 5.5 to 11.4 per cent of the life years lost. The four communi- 
cable diseases of childhood, although now small as a cause of death, become 
four times as important when measured in life years, while diabetes is halved 
in its importance from 1.8 to only .9 per cent of the total. 
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The conclusion that is reached from the examples just presented is as 
follows. The crude death rate is generally undesirable for the purpose of 
showing changes. The age-adjusted rate does give some measure of intelli- 
gibility to the figures being considered, yet the most meaningful assessment is 
obtained by measuring the changes in terms of life years lost under 70. This 
measure gives not just the result of the changed age-specific rates, but rather 
the result of those changed age-specific rates as applied to the actual popula- 
tion with which public health and medicine must deal. It is a measure 
especially appropriate for expressing both mortality changes and the current 
mortality state in any particular area or Province, since it applies factual 
rates to a factual population. I commend the method to you because I think 
it meets clearly and simply most of our public health requirements for a 
statistical expression of the effects of mortality. 

If you wish to make comparisons between areas with a differing popula- 
tion growth or structure, it will be necessary to go one step further and deal 
in terms of a standardized rate of lost years of life such as was proposed by 
William Haenszel in his excellent article which appeared in the January 1950 
issue of the American Journal of Public Health. However, while I agree that 
standardized rates are essential for certain purposes, I still feel that they are 
limited in use by the level of statistical appreciation or understanding of the 
public whom we wish to inform. Where we can accurately tell the story in 
simple and straightforward terms, I think we should always do so. 

I am sure you will all agree that we who do the bookkeeping of public 
health have a duty to garner from all the mortality data that flow to us the 
true underlying facts and factors—information which would otherwise lie 
hidden in the millions of individual death records on government files. If we 
are to carry out that responsibility faithfully, we cannot ignore the importance 
of a consideration of life years in the mortality picture. With it, public health 


gains an instrument for planning and a method of appraisal of great practical 
consequence. 








Nutrition for Older People 


E. W. McHENRY 
Professor of Public Health Nutrition 
School of Hygiene 
University of Toronto 


HERE is an increasing interest in the responsibility of the community 

for older people. This phrase, older people, is a polite term which has come 
into recent use to replace the harsh expression, the aged. We are referring to 
people past sixty or sixty-five, the age which now marks retirement from active 
work for most people. The increasing amount of compulsory retirement is 
creating a series of problems. Compulsory pension schemes are making it 
difficult for middle-aged persons to obtain employment. Compulsory retire- 
ment frequently robs business of very useful employees and it frequently is the 
doom of the retired person. The percentage of older people in the population 
has increased somewhat and will increase still further. It should be noted 
that the increased proportion of older persons results from the decreasing 
death rate of children and from the decreasing birth rate. 

We have a great deal of information as to what children should be like 
at different ages, information both about physical and mental characteristics. 
It is possible to set down a fairly complete description of what a normal child 
should be like at any age. We have no such information about older people. 
How vigorous both physically and mentally should we expect a man of seventy 
to be? As it stands, we know that there is very great variation and we do not 
know the causes of the variation. Some people show as much sign of senility 
at fifty as others do at seventy-five. What are the causes of premature senility? 
We must confess that we do not know, nor do we know at what age senility 
should set in or what to do to delay it. What is needed is the amount of study 
of older people which has gone on in the case of children. It would be advisable 
for our governments to devote to research on old age a small fraction of what 
is contemplated for old-age pensions. The results before many years are past 
would amply justify the expenditure. 

The health of older people is becoming of increasing concern as the per- 
centage of older people increases in the population. During the past fifty 
years we have learned a great deal about the care of infants and children. At 
least we have been able to prevent the cemeteries from being dotted with the 
graves of young children as was the case a century ago. How much do we 
know about the best care and the best arrangements for older people? It has 
been said frequently that older people should have more warmth, more rest, 
less work and less food than younger persons. What about the nutrition of 
older people? 


An address delivered at the annual meeting of the Associated Milk Foundations of Toronto, 
held in the King Edward Hotel, Toronto, on January 25, 1951. 
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The total energy requirement of an individual consists of two components: 
the energy required to maintain life, meaning to keep the body warm and to 
enable vital organs to function, and the energy required for exercise or work. 
The amount of energy required to maintain life declines slowly from youth 
onward and is somewhat less in older than in younger persons. Generally 
speaking, older people are less active. Consequently, the total amount of 
food required by older people is lessened. There are two precautions about 
the total amount of food which should be stated. Excess food, causing over- 
weight, is undesirable because overweight shortens life. Underconsumption 
of food leading to unnecessary wasting of the tissues is equally undesirable. 
For each individual there is an optimal amount of food which can be deter- 
mined only on the basis of individual need. 

Protein is one type of food constituent which older people frequently 
neglect. Meat, cheese and milk are unlikely to be eaten in adequate amounts. 
This neglect can be explained easily. Less meat is eaten because of a mistaken 
notion that meat is harmful for older people. Little or no cheese is eaten 
because of the old wives’ tale that cheese is indigestible and constipating. 
Little milk is taken because present-day oldsters grew up in an age when the 
value of milk was not appreciated. Most people know that protein is needed 
for growth but it is generally not realized that there is a constant destruction 
and loss of body protein which must be made good from the food supply at 
any age. Throughout human history the most virile people have been liberal 
consumers of protein, particularly animal protein as is supplied in meat, 
cheese, eggs and milk. It is important that older people should have an 
adequate supply of protein. 

The essential mineral elements are necessary for growth and throughout 
life. The needs of older people for two minerals should have particular atten- 
tion. These are calcium and iron. The body endeavours to keep a fairly 
constant amount of calcium in the blood. If the intake is insufficient for this 
purpose it is known that calcium can be withdrawn from the bones with con- 
sequent weakening of the bone structure. Although it is not proven, it is 
likely that the increased fragility of the bones of many older people is the 
result of a long-standing inadequate supply of calcium in the food consumed. 
It is hardly necessary to remind you that Canadians are dependent on milk 
and cheese to ensure a proper intake of calcium. An adequate supply of iron 
is necessary for the prevention of one type of anaemia. This type can be com- 
mon in older persons. 

The requirements for various vitamins is, so far as we know, neither 
greater nor less for older than for younger persons. Vitamin D, which is 
required for bone growth, may or may not be needed by older people. All of 
the other vitamins are as much needed in age as in youth. 

Nutritional requirements become practical when they are expressed in 
terms of everyday food which can be eaten. The best general guide for the 
choice of food for older people is contained in Canada’s Food Rules. The use 
of these recommendations will ensure adequate protein, minerals and vitamins. 
I shall state these Food Rules as they should be applied for older people: 

1. Milk—at least one-half pint and preferably one pint a day. 
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2. Fruit—a serving of citrus fruit and one other fruit every day. 

3. Vegetables—a serving of potatoes and one serving of each of two other 
vegetables each day. 

4. Cereals and bread—a serving of whole grain porridge, like oatmeal, 
with liberal amounts of milk every day. Four slices of bread a day. 

5. Meat—a serving of meat, fish, or fowl every day. 

6. Eggs and cheese—each of these foods at least three times a week. 

These foods are available in most parts of Canada. They can be used to 
provide three appetizing, interesting meals a day. 

Several aspects about these general recommendations should be noted. 
As stated, they supply about 1800 calories a day and this total quantity of 
food is suitable for many older people. If more food is desirable, it would be 
satisfactory to have larger portions or more than one serving of a food during 
the day. Several precautions should be noted. Fried or fatty foods should be 
limited or omitted because of causing digestive difficulties. It is advantageous 
for most older people not to have a very large meal. It is useful to increase the 
number of meals, to eat more frequently, but not to have too much at one 
time. 

There are a series of factors which tend to cause poor nutrition in older 
people and these need to be considered. An aspect which is often overlooked 
is lack of teeth. Poorly fitting dentures, which may have been good when first 
obtained but which are now unsatisfactory, can limit the use of foods to those 
which require little chewing. The foods which are avoided are often those 
which are desirable from the viewpoint of health. 

The ability to digest and absorb foods may be impaired in older people 
and this is the reason why fried and fatty foods should be avoided. Too much 
bread may cause digestive upsets. In addition to supplying protein and cal- 
cium, milk should be recommended for older people because it is easily digested. 

Long-standing food prejudices and long-standing faulty food habits form 
one of the main causes of a poor state of nutrition in older people. One type of 
person for whom I feel very sorry is the person who won’t try new foods and 
who insists on sticking to the same few foods with which he grew up. This 
unwillingness to try new foods becomes worse as the person grows older. If 
we could induce older people to have a little bit of everything and not too 
much of any one food, the chance of good nutrition would be better. The 
tendency in advanced old age is to revert to the customs and the foods of 
childhood and to restrict more and more the choice of foods. This situation 
is further complicated by belief in a number of erroneous notions. An elderly 
woman told me a while ago that milk should not be consumed because it 
caused phlegm in the throat; I thought that notion had died some years ago. 
Reference has been made already to the mistaken idea about cheese being 
constipating. There are many more such foolish ideas. Oranges and tomatoes 
can’t be eaten because they are acid. Meat is said to cause high blood pres- 
sure. These ideas could be considered amusing but they are harmful; they 
prevent people from eating healthful foods. 

One of the worst aspects of the present inflation is the effect on older 
people who are trying to live on savings or pensions which would have been 
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adequate ten years ago but are not so today. Payments to working people 
have kept pace reasonably well with the increased costs of food. The value 
of savings, of annuities and of life insurance has been markedly reduced. 
Many of these older people are living in single rooms with poor cooking facili- 
ties. The cost of food for a single person living alone is much greater than for 
an adult in a family. Food economies which are possible for a family are not 
possible for a person living alone. Present economic circumstances may be a 
very real cause of malnutrition in older people. To this should be added two 
relative aspects. Poor cooking facilities do not facilitate the preparation of 
good meals. It is not easy to prepare a good dinner on a small hot-plate. For 
a person living and eating alone there is not much incentive to encourage the 
preparation of meals. Poor economic circumstances, poor cooking facilities, 
living and eating alone, the prevalence of food prejudices, all tend to make 
common the bread, jam and tea type of meal. It is that type of meal which 
we are anxious to avoid. 

The goal to which we are aiming with regard to older people is the main- 
tenance of physical and mental vigor for as long as possible. It would be 
expected that nutrition would be one of the factors involved and one to which 
we should give some attention. The prevalent meal of bread, jam and tea is 
not the answer. A recent investigation in the United States has suggested 
that poor nutrition, particularly with regard to the B vitamins, may hasten 
senility. We know of no means of stopping senility once it has developed. The 
knowledge which we do have at present, limited as it is, does indicate that we 
should be concerned about the meals eaten by older people. All of us are 
approaching old age and all of us would want it to be a time of happiness. 











Oculoglandular Tularemia Transmitted from 
Contaminated Sewer Water 


W. R. N. LINDSAY, M.D., and JOHN W. SCOTT, M.D. 
Department of Medicine, University of Alberta Hospital, 
Edmonton, Alberta 


HE disease tularemia, although described only thirty-nine years ago, is 

rapidly developing a large but fascinating natural history as more facts 
are accumulated about its hosts, epidemiology, and means of transmission. 
In 1911 McCoy (1) first described a plague-like disease of rodents in ground 
squirrels from Tulare County, California, and in the following year McCoy and 
Chapin (2) discovered the causative organism in the ground squirrels and 
named it Bacterium tularense. Vail in 1934 (3) reported a case of oculo- 
glandular tularemia and from this patient Wherry and Lamb (4), by animal 
inoculation, made the first isolation of Pasteurella tularensis from man. 
Francis in 1919 (5) described the human disease as occurring in Utah, approxi- 
mately five hundred miles from Tulare County in Central California where the 
disease was first described, and since has made many contributions to our 
knowledge of the disease. The disease has been found to cause illness in human 
beings in all forty-eight States of the United States and in over ten other 
countries. It occurs in more than forty species of vertebrates and sixty species 
of invertebrate hosts (6, 7), including such diverse creatures as house mice, 
sheep, wild grouse and domestic cats and dogs. No other disease has such a 
variety of modes of transmission (8). 

Tularemia, a disease of lower animals and man, is caused by a plague-like 
bacterium, Pasteurella tularensis. The hosts include wild rodents, other wild 
mammals, domestic mammals and game birds. The organism may also be 
transmitted from animals to man by the bites of insects. The most important 
are the Rocky Mountain wood tick, the American dog tick, and the deer fly. 
The rabbit tick is the chief factor in the transmission of the disease from 
rabbit to rabbit. In a survey of the sources of human infection Francis (1937) 
says (9), ‘Wild rabbits and hares are the direct cause of over ninety per cent 
of the human cases in the United States.’’ Yet the modes of transmission are 
so varied that tularemia is known by the synonyms of deerfly fever, lemming 
fever, and rabbit fever, and may be transmitted by the bites or scratches of 
infected animals, by ingestion of insufficiently cooked meat, and by direct 
contact with ticks, bed bugs (Cimex lactularius), or by mosquitos (Aedes 
cinereus) (10). 

The incubation period in the majority of cases varies from three to five 
days and the disease in man is characterized by the rapid] onset of symptoms 
and the associated development of local adenitis near the site of entrance. If 
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inoculation occurs through the skin, an ulcerating lesion usually appears at 
that site. The organism may penetrate intact skin or mucous membranes. 
The disease is divided into four types, the ulceroglandular being the commonest 
(85 per cent) with a punched-out necrotic ulcer appearing at the site of in- 
oculation and a lymphangitis and lymphadenitis appearing in the region of the 
ulcer. The enlarged nodes resemble buboes of plague and may suppurate and 
drain. The typhoidal type (5 per cent) shows neither evidence of ulceration 
nor glandular enlargement, while the glandular type (4 per cent) shows a 
regional lymphadenitis without ulcer. The acute phase is self-limited with a 
usual duration of two to three weeks but the patient may have a prolonged 
period of debility lasting two to six months. The case fatality rate is about 
six per cent. 

Oculoglandular tularemia (6 per cent) has the primary lesion in the con- 
junctiva with an associated regional lymphadenitis. The first case was re- 
ported in 1913 by Vail (3). In 1940 Foshay (11) reported 600 cases of all forms 
of tularemia of which 11 or 1.8 per cent, were of oculoglandular form. Up to 
1947 a total of 87 cases of oculoglandular tularemia were reported in the 
United States. Francis (12) noted that the conjunctiva is more vulnerable to 
tularemia infection than is the skin. The infective material usually reaches 
the eve from contaminated fingers. Symptoms may come on quickly after an 
incubation period of two to five days. First the eyelids begin to swell, and 
then the preauricular, submaxillary, the anterior cervical lymph glands and 
sometimes the axillary nodes or parotid gland become decidedly swollen and 
tender. As a rule, one eve alone is involved. On everting the evelid, a pro- 
nounced degree of inflammation of the conjunctiva is seen, usually confined 
to the lower lid. Scattered through the red conjunctiva are small yellow 
nodules. These soon break down and leave shallow yellow ulcers, which stand 
out in well-defined contrast to their scarlet background. The cornea is in- 
volved only in the severest cases. With the appearance of the ocular lesions, 
constitutional symptoms become decided. Fever, chills, severe sweats and 
general malaise and weakness are the rule. 

The ocular symptoms last about four weeks, the febrile reaction one to 
six months, and general weakness of an incapacitating nature for six months or 
longer. The neighboring lymph glands remain large for many months after the 
primary lesion has disappeared. Complications are unusual but those most 
likely to occur are ulcerative and suppurative adenitis, ulceration of the cornea, 
and acute purulent dacryocystitis. Francis found a mortality of 9 per cent in 
78 cases of oculoglandular tularemia (12). 


CASE REPORT 


Mr. J. B., a 40-year-old English male, was admitted to the service of Dr. 
John W. Scott at the University of Alberta Hospital on August 12, 1950, 
with the complaints of a tender swelling under the right jaw, weakness, and 
weight loss of one month's duration and a sore throat of six days’ duration. 

He stated that on July 10, 1950, while he was helping to clean out a catch 
basin of a sewer draining from a railway roundhouse, some of the sewage 
which he was loading into a bucket to be hauled to the ground level spilled 
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back, striking him in the right eye. The patient was in good health up to 
that time but following this incident he developed swelling, watering and pain 
in the right eye. 

The next morning the patient awakened to find the lids of the right eve 
reddened, painful and swollen. By July 14 the eye was almost completely 
closed by the swelling of the lids, necessitating his stopping work and consult- 
ing a doctor. On examination he was found to be running a moderate fever 
and showed a very acute conjunctivitis with chemosis, marked swelling of the 
evelids, and a purulent discharge. Associated was swelling in the region of the 
right parotid gland and the glands in the submaxillary area. He was treated 
with streptomycin and aureomycin beginning on July 24 and was given x-ray 
treatment to the affected area. With this treatment the fever disappeared 
rapidly and the eye condition improved. Blood sent to the Provincial Labora- 
tory following July 24 was reported as showing agglutination to P. tularensis 
in a dilution of 1 to 800. The enlarged glands did not entirely disappear and 
by August 8 the submandibular node again enlarged and the patient com- 
plained of a sore throat and difficulty with swallowing. He was then referred 
by the Workmen’s Compensation Board to the University of Alberta Hospital 
for investigation. 

Physical examination showed a thin male of good musculature who did 
not appear ill. The throat showed injection of the fossae on both sides. 
Examination of the right eye showed no injection of the conjunctival or 
ciliary vessels. A small corneal scar was seen at the nasal margin of the 
pupillary zone of the cornea and it was felt that this might be the result of 
recent injury. Otherwise the eye was normal. There was present an enlarged 
lymph node in the right submaxillary area and the right preauricular node was 
palpable. No lymph node enlargement could be detected elsewhere. The 
spleen was not palpable and there were no rashes. Physical examination else- 
where showed no abnormality. Careful enquiry concerning contact with 
wild game and ticks or association with the skinning of rabbits, etc., was nega- 
tive and there was no history suggestive of previous tularemic infection. 

On admission the haemoglobin was 13.8 grams or 95 per cent, with a 
leucocyte count of 6,000 and differential of 51 per cent polymorphonuclears, 
40 per cent lymphocytes, 5 per cent eosinophils, and 4 per cent monocytes. 
The blood smear appeared within normal limits. The urine was normal. The 
Kahn was negative and the erythrocytic sedimentation rate by the Cutler 
method was 3 mm. in one hour. 

Further investigation revealed an electrocardiogram within normal 
limits and a chest film with no evidence of disease in the heart or lung paren- 
chyma. Skin tests for Brucellosis with mixed Brucella vaccine and Brucel- 
lergin were negative after 48 hours. A Mantoux test with 1/10 mg. of old 
tuberculin was negative. A cephalin-cholesterol flocculation test and a Paul- 
Bunnel heterophile agglutination test were both negative. Cultures from 
stools and from the right tonsil did not grow pathogenic organisms. 

Agglutination tests of blood taken on August 14th, 15th and 16th showed 
agglutination to P. tularensis in a dilution of 1/800, 1/800 and 1/400, res- 
pectively, with no agglutination to S. typhi, S. paratyphi A or B, and B. 
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abortus. Three samples of blood were cultured on blood-cystine agar with no 
growth. A guinea pig was inoculated on August 14th with saline washings 
from the affected eye. The animal was bled on August 26th and the blood 
serum was positive for P. tularensis to 1 in 800. On the same date another pig 
was inoculated with blood from the workman. On August 26th this animal 
was bled and the blood serum was positive for P. tularensis up to 1/1600. 

Mr. B. was discharged on August 23rd still complaining of some malaise. 
The preauricular and submaxillary nodes varied in their size during his hospital 
stay and were still palpable on discharge. He returned to work one month 
after discharge and had regained his normal health at that time. The report 
made to the Workmen’s Compensation Board contained a diagnosis of oculo- 
glandular tularemia contracted on July 10th from sewer water. 


DIscussION 

In view of the above history and investigative results there is no doubt 
that this patient had had tularemia. Foshay states that a titre of 1/80 or 
over is diagnostic if Brucella are not also agglutinated and says, ‘‘the reliability 
of the serum agglutination test in tularemia approximates perfection.”” Agglu- 
tination is said never to occur before the eighth day. Unfortunately, an 
agglutination test was not performed in the first week of this case. The high 
titre of agglutination of the blood serum of the inoculated guinea pigs is con- 
vincing evidence of tularemia infection when considered with the history of 
injury, the conjunctivitis, the regional lymph node enlargement, the fever, the 
period of disability, the rapid response to streptomycin and aureomycin, and 
the positive agglutination of the blood serum to 1 in 800 for tularemia. We are 
satisfied that the patient had been infected with oculoglandular tularemia as a 
result of the splashing of contaminated water into his right eve. 

Water-borne infection with tularemia, presumably from contamination 
with animals, dead or alive, has been recognized. It was first reported by 
Karpoff and Antonoff in Russia in 1936 (14). In 1938 Hussein and Oz re- 
ported its occurrence in Turkey (15). Several other reports have since fol- 
lowed from various other areas (9, 16, 17). In 1940 Scott (18) reported an 
epizootic among beaver in Wyoming and attributed the cause to contaminated 
water. In 1942 Jellison, Kohls, Butler and Weaver in Montana reported an 
outbreak of tularemia in beaver and the coincidental contamination of stream 
water (19, 20). Morgan (21) in 1947 showed that P. tularensis may survive 
for a long period of time in natural waters but found that six species of fish 
tested did not give any evidence of contracting the disease and serving as a 
reservoir. The above reports have all referred either to infection of animals 
by contaminated waters or infection of humans through drinking contamin- 
ated water. The case reported in this paper appears to be the first instance 
in America of oculoglandular tularemia resulting from contaminated water. 
The only other cases in the literature are four reported by Karpoff and Antonoff 
in 1936 (13). 

This case also merits attention because of the locality in which it occurred. 
It demonstrates the occurrence of tularemia in humans without any direct 
animal or arthropodan contact. In 1932 Shaw and Jamieson (22) reported the 
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disease as occurring in Northern Alberta. Bow and Brown (23) in 1944 out- 
lined the unique position of the Great Plains area of Southern Alberta and 
Southern Saskatchewan as regards the spread of tularemia by contaminated 
water. Their discussion may be briefly stated here. They pointed out that in 
the Great Plains area the supply of water is not plentiful and the great majority 
of farmers and stockmen depend on “‘stock-watering dams,”’ irrigation ditches 
and semi-permanent streams for water for their animals and for domestic use. 
[In this area it has been demonstrated that there is a widespead tularemic in- 
fection in a variety of hosts (24). Since the water flowing in the semi-perman- 
ent streams, etc., is the run-off from very large tracts of land, the opportunities 
for such water to become contaminated by infected animals, living or dead, 
are great (23). This case assumes importance because it occurred in Leth- 
bridge, a city in the Great Plains area of Southern Alberta, and is the first 
known case of the tvpe which they hypothesized. There would appear to be 
little danger of tularemic epidemics in cities using chlorinated water, as Foot 
et al. in 1943 showed (25) that the usual concentration of chlorine is effective 
against P. tularensis. Fortunately, the water involved in this case was not 
being used for domestic purposes. The sewage consisted chiefly of washings 
from railway engines and would contain little organic matter, excepting the 
remains of animal refuse run over by the trains. However, the case does 
indicate that non-chlorinated water supplies consisting of ‘‘run-off’’ water 
are subject to tularemia contamination and may at any time be the vector in 
the spread of tularemia to humans. 


SUMMARY 


The essential features of oculoglandular tularemia have been outlined. 

A case of oculoglandular tularemia contracted from contaminated water 
in the Great Plains area of Southern Alberta has been presented. This is the 
first reported case in America of oculoglandular tularemia from water trans- 
mission and the first instance of human infection from contaminated water in 
the Great Plains area of Canada. 

The work of Bow and Brown (1944) in pointing out the dangers of water- 
borne tularemic infection in the Great Plains area of Western Canada is out- 
lined and the implication of this case to their paper is discussed. 
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POLLUTION OF BOUNDARY WATERS 

Ls 1912 an International Joint Commission was appointed by the United 

States and Canada to study the pollution of boundary waters. Surveys of the 
extent of the pollution of the Great Lakes, and the Lake of the Woods, in Ontario, 
were made by a technical field staff from both countries. The report revealed that 
the extent of pollution was much greater than had been suspected even though 
it was known that the Great Lakes and the rivers were receiving the untreated 
sewage of metropolitan cities. Although the menace of discharging untreated 
sewage into rivers and lakes from which cities and towns obtain their water 
supply was appreciated by public health authorities and attention was frequently 
drawn to the dangers associated with the increasing pollution of the Great Lakes 
and other boundary waters, the depression years prevented the installation of 
sewage-treatment works, and the years of World War II also passed without 
the possibility of action. The delay in completing treatment works has been due 
in part, too, to the changing views on the best methods of sewage disposal. 

Immediately after the war, the International Joint Commission was re- 
quested to enquire again into the extent of the pollution of the boundary waters 
and to make recommendations for the remedying of the situation which would 
be most practicable from the economic, sanitary, and other points of view. The 
Commission was also asked to indicate the nature, location, and extent of pre- 
ventive works, and the probable costs and how they would be shared. 

A report by the Commission, presenting the findings and recommendations, 
has now been published. The work related to three areas, the Lake Superior— 
Lake Huron section, the Lake Huron—Lake Erie section, and the Lake Erie, 
Lake Ontario, and Niagara River section. The Commission consists of six 
members. A distinguished Canadian, General A. G. L. McNaughton, has rendered 
outstanding service as chairman. The surveys and studies of water pollution 
were organized by a board of technical advisers and carried out with the co- 
operation of Federal, State, and Provincial agencies concerned. Canada was 
represented on this board by Messrs. G. H. Ferguson and W. R. Edmunds of 
the Department of National Health and Welfare, Ottawa, and Dr. A. E. Berry 
and Mr. A. V. DeLaporte of the Department of Health of Ontario, Toronto. 
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On Mr. Ferguson’s retirement, he was succeeded by Mr. J. R. Menzies. Dr. 
Berry served also as a member of the small committee charged with the 
preparation of the report. 

The surveys involved a vast amount of field work. Examinations were made 
of known and potential sources of pollution, including the disposal practices of 
cities, industries, and vessels navigating the waters under study. More than 
100,000 laboratory determinations for bacteriological, limnological, physical 
and chemical characteristics were made from water samples. From the laboratory 
findings, hydrometric data, and other essential information, the conclusions on 
which the report is based were drawn. The report indicates that there has been 
a great increase in pollution, particularly in the volume of industrial wastes dis- 
charged from plants. The daily discharge averages more than two billion U.S. 
gallons, and although much of this water is not adversely affected, as it is used 
for industrial purposes in cooling, an appreciable volume of pollutants is dis- 
charged. The wastes from vessel traffic through these international waters also 
constitute a problem. This traffic represents, at the height of the navigation season 
in the St. Clair-Detroit river area, the equivalent of a population of nearly 4,000 
persons. 

The discharge of untreated and partly treated wastes has created a health 
hazard and has had an adverse economic effect as well. The waterways are the 
source of domestic water supply for 4,000,000 persons. Extra treatment necessary 
to make the water safe for domestic uses adds to the cost of water supplies. 
Furthermore, the bacterial concentration at water intakes varies widely and there 
is the constant threat that extremely high concentrations may occur so suddenly 
that treatment measures cannot be adjusted to meet them. Bacterial concentra- 
tions at bathing beaches are also a health menace. Industrial wastes cause 
objectionable tastes in domestic water. Fish and wildlife are destroyed by a 
number of pollutants. 

The Commission has made a most valuable contribution in defining the 
objectives or requirements in the quality control of boundary waters. Copies of 
the “Objectives” were made available to municipalities, industries, and agencies 
concerned with the problem. As a result, remedial measures have been planned 
and in some cases already put into effect by industries. Many municipalities have 
plans for treatment of wastes, the realization of which depends upon overcoming 
organizational and financial difficulties. 

The conclusions of the Commission include confirmation of the serious 
extent of the pollution and indicate the areas where pollution is most serious. 
The Commission concludes that all wastes discharged into the waters under 
reference should be treated to comply with the Boundary Waters Quality Control 
as presented in this report. Finally, the Commission urges that all municipalities 
where all wastes are not given primary treatment should undergo sedimentation 
and the effluent should be disinfected. The estimated cost of primary treatment 
measures in the three areas to which the report relates is $43,500,000 in the 
United States and $21,000,000 in Canada. Secondary treatment is required under 
certain conditions, and the estimate for this provision is $33,000,000 in the United 
States and $4,000,000 in Canada. Industrial wastes are already being treated 
to a considerable degree, and to make provision for the unmet needs in the three 
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areas an amount of $22,500,000 in the United States and $3,450,000 in Canada 
is presented. Vessels plying these waters should be equipped with holding tanks 
for retention and disinfection of sanitary wastes. The adoption of these objectives 
of quality control is of the greatest importance in achieving the control of 
pollution. 

The Commission’s report is a model of brevity and clarity. One would 
expect that it would occupy many pages but, instead, the findings and recom- 
mendations are presented in ten. (The reports of the technical advisers, published 
separately, are, of course, extensive; they present information of special value 
to engineers, chemists, and bacteriologists, and are purely technical.) The 
report undertakes to answer four questions, and does so. Furthermore, it 
establishes the general and specific objectives to be attained in the control of 
the quality of the boundary waters. Thus by international understanding and 
action, success can be achieved in the solution of one of the most difficult problems. 


















A Message from 
the President 
of the 

Canadian 

Public Health 
Association 


As President of the Canadian Public Health Association, I wish to extend to 
all public health workers a cordial invitation to the annual meeting to be held in 
the Mount Royal Hotel, Montreal, on May 29th, 30th and 31st. 


Doctor Groulx and his colleagues of the Committee on Arrangements have been 
hard at work since last fall. The City of Montreal and the Provincial Government 
are taking a keen interest in the proceedings. The result of all this activity will 
certainly be an outstanding meeting and a truly Gallic occasion. 


As you will see from the preliminary program in the following pages, an effort 
has been made to select topics and papers having a direct bearing on the problems 
of our times. Ours is not a static profession. Changing incidence of disease and 
the evolution of new social concepts call for great alertness on our part if we are 
to comprehend and meet adequately the problems which confront us. 


An important factor in our development as a useful group in the community is 
the exchange of ideas and the consideration of one another’s problems and solutions, 
which is so greatly facilitated by our annual meeting. 


I think you will admit that we usually manage to have some fun too. This 
applies particularly to Montreal. So, come along. 


G. D. W. Cameron, M.D., D.P.H. 
Deputy Minister of National Health 





























COMITE LOCAL D’ORGANISATION — LOCAL ORGANIZATION COMMITTEE 
Dr Ad. Groulx, président 


Dr D. Beaulieu Dr A. Frappier Dr. C. W. MacMillan 
Dr Marc Bergeron Dr J. Gilbert Miss Ann Peverley 
Mlle G. Charbonneau M. T.-J. Lafreniére Dr M. Saint-Martin 
Dr A.-R. Foley Mlle B. Laliberté M. L. de G. Sylvestre, 
Dr J.-A. Landreville secrétaire 


COMITE DES PROGRAMMES — PROGRAM COMMITTEE 
Dr Ad. Groulx, président 


Dr A.-R. Foley Dr A. Frappier Dr. C. W. MacMillan 
Mlle B. Laliberté 


COMITE DES EXHIBITS ET DU CINEMA — EXHIBITS AND FILMS COMMITTEE 
Dr J. Gilbert, président 


Exhibits scientifiques et cinema Exhibits commerciaux 
Scientific exhibits and films Commercial exhibits 
M. P. De Léan Dr M. Saint-Martin 

M. L.-P. Cabana M. J.-M. Desranleau 


Dr J.-N. Laporte 


COMITE D’ENREGISTREMENT ET FINANCE — REGISTRATION AND FINANCE 
COMMITEE 


Dr C.-A. Bourdon, président 


Miss E. Merleau Dr B. Primeau M. Geo. Rochon 
Mlle Emma Rocque 


COMITE DES SALLES ET LOCAUX— ROOMS AND ACCOMMODATION 


COMMITTEE 
Dr J. Archambault, i.ch., président 
Mlle Georgine Badeau Dr L. Dubreuil M. Sarto Plamondon 
Dr G. Charest Dr Ant.-B. Valois 


COMITE DE RECEPTION — RECEPTION COMMITTEE 
Dr J.-A. Landreville, président 
Dr Marc Bergeron Mlle A. Martineau Miss Mary Ritchie 


COMITE DE PUBLICITE — PUBLICITY COMMITTEE 
Dr A. Plouffe, président 
Miss Isobel Black Dr R. Lamquin Dr G.-A. Seguin 
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Program 


THIRTY-NINTH ANNUAL MEETING 


Canadian Public Health Association 
and 


La Societe D’Hygiene et de Medecine Preventive de {a 
Province de Québec 


MOUNT ROYAL HOTEL 
MONTREAL 


May 28-31, 1951 


DIRECTORY OF SESSIONS 


All meetings will be held in the Mount Royal Hotel. The morning sessions 
will begin at 9.30 (except one session, on Tuesday, at 9.00) the luncheon 
sessions at 12.45 p.m., the afternoon sessions at 2.30, the civic reception at 
5.30 p.m. and the annual dinner at 7.00 p.m. 


MONDAY, MAY 28 


10.00 a.m.—Canadian Public Health Association: Vital and Health Statistics Section. 
Meeting of Section Committees (at the call of the Committee Chairmen). 


3.00 p.m.—Canadian Public Health Association: Meeting of the Executive Council. 
Salon —. 


6.00 p.m.—Canadian Public Health Association: Vital and Health Statistics Section. 
Meeting of the Section Council. 


8.30 p.m.—Canadian Public Health Association: Meeting of the Executive Council. 
Salon —. 
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TUESDAY, MAY 29 


8.30 a.m.—Registration. 


9.00 a.m.—La Société d’hygiéne et de médecine préventive de la province de Québec: 
Annual general meeting of members. Ballroom. 


9.80 a.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: 


Section Meetings: 


Vital and Health Statistics. Salon —. 
Public Health Nursing. Salon —. 


10.30 a.m.—Meeting of the personnel of the Provincial Ministry of Health. Ballroom. 


12.45 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Luncheon. Salons C, D, E. 


2.30 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: First General Session. Ballroom. 


5.30 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Civic reception, Chalet de la 
Montagne. 


8.80 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Films. Ballroom. 


WEDNESDAY, MAY 30 


9.80 a.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: 


Section Meetings: 


Public Health Administration. Salon —. 
Venereal Disease Control. Salon —. 
Epidemiology. Salon —. 
Vital and Health Statistics. Salon —. 
Public Health Dentistry. Salon —. 


12.45 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Luncheon. Salons C, D, E. 


2.30 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Second General Session. Ballroom. 


6.00 p.m.—Reception for the President’s Guests. Suite —. 


7.00 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Annual Dinner. Sheraton Hall. 


9.80 p.m.—Dance. 








THURSDAY, MAY 31 


9.30 a.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: 


Section Meetings: 


Public Health Education. Salon —. 
Public Health Administration. Salon —. 
Sanitation. Salon —. 


Public Health Nursing and Public Health Dentistry. Salon —. 


12.45 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: 


Section Luncheons: 


To be arranged by the sections 


2.00 p.m.—Canadian Public Health Association and La Société d’hygiéne et de médecine 
préventive de la province de Québec: Visit to the Institut de microbiologie 
et d’hygiéne and to l’Ecole d’hygiéne de l’université de Montréal. 


MAKE YOUR HOTEL RESERVATIONS NOW! 

Requests for reservations at the meeting headquarters, the Mount Royal, 
must be made direct with the hotel. Please use the application blank below. 

Single rooms are not available at the Mount Royal Hotel. Please arrange 
to share a twin bedroom with another delegate. The rates are as follows: 
| Double bed .............. $8.00 up 
{ Twin bed 9.00 up 

Suites $18.00 up 

MOUNT ROYAL HOTEL 
MONTREAL, QUEBEC 


Please make the reservation noted below for the annual meeting of the 
Canadian Public Health Association. 


Double Room with Bath 


Accommodation required 


Room will be shared with 


ee eee a anibbe MT isiviccenivns p.m. 
Departing May ska aenbcssncdeae cece NU cheditadesolae a.m...... p.m. 
I asin intinnsieschesnicnieptictbinprtacetetenta 
(SIGNATURE) 
Address 
City 











Program 


MONDAY, MAY 28, 10.00 a.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
Vital and Health Statistics Section 


Meetings of Section Committees 
(at the call of the Committee Chairmen) 


MONDAY, 3.00 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
Meeting of Executive Council 
Salon — 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of National Health, 
Department of National Health and Welfare, Ottawa, and President of the Association. 


MONDAY, 6.00 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 


Vital and Health Statistics Section 
Meeting of the Section Council 


MONDAY, 8.30 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
Meeting of Executive Council 


Salon — 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of National Health, 
Department of National Health and Welfare, Ottawa, and President of the Association. 


TUESDAY, MAY 29, 9.00 a.m. 


LA SOCIETE D'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 
Annual General Meeting of Members 
Ballroom 


Presiding: MARC BERGERON, M.D., D.P.H., directeur de l’Unité sanitaire, Saint- 
Hyacinthe, P.Q., et président de l’Association. 


Bienvenue et message présidentiel. 
Nomination de comités de nominations et résolutions. 
Séance d’affaires. 
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TUESDAY, 9.30 a.m. 
VITAL AND HEALTH STATISTICS SECTION 
Salon — 


Presiding: C. W. MacMILLAN, M.D., D.P.H., Associate Director, Department of Health 
and Social Medicine, McGill University, Montréal, and Chairman of the Section. 


1. Chairman’s Remarks. DR. MacMILLAN. 
2. Papers: 


Changes due to the 1948 Revision of the International List of Causes of Death. 


ANT. B. VALOIS, M.D., Demographer and Superintendent of the Division of Vital 
Statistics, Department of Health, City of Montréal. 


Some Aspects of Industrial Morbidity Statistics. 
Speaker to be announced. 


Mental Illness in Canada as Reflected by Hospital Admissions. 


J. W. FISHER, Ph.D., and C. G. STOGDILL, M.D., Mental Health Division, 
Department of National Health and Welfare, Ottawa. 


8. Reports of Committees. 


TUESDAY, 9.30 a.m. 
PUBLIC HEALTH NURSING SECTION 


Salon — 


Presiding: MISS B. LALIBERTE, M.A. I.H., infirmiére en chef, Service de santé, 
Montréal, and Chairman of the Section. 


l. Business Session. 


2. The Role of the Public Health Nurse in Case of Attack or Disaster. 
MISS A. BROWN, County Nursing Officer of Huntingshire, England. 


TUESDAY, 10.30 a.m. 
Ballroom 


MEETING OF THE PERSONNEL OF THE PROVINCIAL 
MINISTRY OF HEALTH 


Presiding: JEAN GREGOIRE, M.D., sous-ministre de la santé, Québec. 
Business Session. 


TUESDAY, 12.45 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
LA SOCIETE D'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 
Luncheon 
Salons C, D, E 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of National Health, 
Department of National Health and Welfare, Ottawa, and President of the Canadian 
Public Health Association. 


161 














































Guest speaker: The Hon. J. H. A. PAQUETTE, M.D., Minister of Health, Province of | 
Québec. 
The speaker will be introduced by MARC BERGERON, M.D., D.P.H., directeur de 
l’Unité sanitaire, Saint-Hyacinthe, P.Q., and President of La Société d’hygiéne et de 
médecine préventive de la province de Québec. Dr. CAMERON will move a vote of 
thanks. 


TUESDAY, 2.30 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 


LA SOCIETE D’'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


First General Session 
Ballroom 

Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of National Health, 
Department of National Health and Welfare, Ottawa, and President of the Canadian 
Public Health Association, and 
MARC BERGERON, M.D., D.P.H., directeur de l’Unité sanitaire, Saint-Hyacinthe, 
P.Q., and President of La Société d’hygiéne et de médecine préventive de la 
province de Québec. 


Welcome by His Worship CAMILLIEN HOUDE, C.B.E., M.P., Mayor of Montréal. 


2. Presidential Address: 
G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of National Health, Depart- 
ment of National Health and Welfare, Ottawa, and President of the Canadian Public 
Health Association. 


8. Panel Discussion: Interrelation of the Medical Practitioner, the Hospital, the Medical 
Health Officer and the Public Health Nurse. 
Participants: 
M. R. ELLIOTT, M.D., D.P.H., Acting Director of Health Services, Department 
of Health and Public Welfare of Manitoba, Winnipeg, speaking about a Public 
Health Program in the Hospital. 
J. G. TURNER, M.D., Executive Director, Royal Victoria Hospital, Montréal, 
speaking for the Hospital Administrator. 
H. B. CHURCH, M.D., President-Elect, Canadian Medical Association, Aylmer 
East, Québec, speaking for the Practitioner. 
L. R. VEZINA, M.D., D.P.H., Chef de la division des hépitaux pour maladies 
mentales, Ministére de la santé, Québec, speaking for the Medical Officer of Health. 
MISS HELEN G. McARTHUR, B.Sc., M.A., National Director, Nursing Services, 
The Canadian Red Cross Society, Toronto, speaking for the Public Health Nurse. 
J. S. ROBERTSON, M.D., D.P.H., Assistant Deputy Minister of Health, Depart- 
ment of Public Health of Nova Scotia, Halifax, opening the discussion. 


TUESDAY, 5.30 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
LA SOCIETE D’HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 
Civic Reception 
Chalet de la Montagne 
Presiding: His Worship the Mayor of Montreal and Mrs. Camillien Houde. 
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TUESDAY, 8.30 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 


LA SOCIETE D’'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


Ballroom 
Films—educational and recreative. 


WEDNESDAY, MAY 30, 9.30 a.m. 
PUBLIC HEALTH ADMINISTRATION SECTION 


First Session 
Ballroom 


Presiding: AD. GROULX, M.D., M.P.H., directeur du Service de santé de la Ville de 
Montréal, and Chairman of the Section. 


Panel Discussion: 
Trends in Policy Practices in Municipal Health Administration. 
Participants: 
Outline of the subject. 
Dr. AD. GROULX, Chairman. 
Integration of a Small City into a County Health Unit. 
M. BERGERON, M.D., D.P.H., directeur, Unité sanitaire, Saint-Hyacinthe, P.Q., 
and President of La Société d’hygiéne et de médecine préventive de la province 
de Québec. 
Health Administration of a Medium-Size City. 
L. A. CLARKE, M.B., D.P.H., Medical Officer of Health, Hamilton, Ontario. 
New Trends in Policy Practices in a Large City Health Department. 


C. A. BOURDON, M.D., M.P.H., Officier spécial et chef des districts sanitaires, 
Service de santé, Montréal. 

A Metropolitan Health Department. 
STEWART MURRAY, M.D., D.P.H., Senior Medical Health Officer, Metropolitan 
Health Committee, Vancouver, B.C. 

A Generalized Public Health Nursing Service. 
MISS B. LALIBERTE, M.A., I.H., infirmiére en chef, Service de santé, Montréal. 

Decentralization of Inspection Services into the Health Districts. 

L. P. CABANA, ing. p., surintendant, division de l’inspection sanitaire, Service de 

santé, Montréal. 

Discussion to be opened by 


GORDON P. JACKSON, M.B., D.P.H., Medical Officer of Health, Department of 
Public Health, Toronto, Ontario. 


WEDNESDAY, 9.30 a.m. 
VENEREAL DISEASE CONTROL SECTION 
Salon — 


Presiding: DAVID BEAULIEU, M.D., D.P.H., Co-directeur, division des maladies 
vénériennes, Ministére de la santé de la province de Québec, Montréal, and Chairman 
of the Section; and JULES ARCHAMBAULT, M.D., D.P.H., Adviser and Consultant 
to the Division of Venereal Diseases, Ministry of Health, Province of Quebec. 
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Quantitative Test in Sero-diagnosis of Syphilis and Control of Treatment. | 
JULES ARCHAMBAULT, M.D., D.P.H. 


The Problem of the Non-Reported Case. 


JOSEPH BERKLEY, M.D., Former Epidemiologist, Division of Venereal Disease 
Control, Department of Health of Ontario. 


La division des maladies vénériennes du Service de santé. 


FERNAND DUSSAULT, M.D., M.P.H., surintendant de la Division des maladies 
vénériennes, Service de santé, Montréal. 


Cardiolipin Antigen in the Sero-diagnosis of Syphilis. 


R. H. ALLEN, M.D., Laboratory of Hygiene, Department of National Health and 
Welfare, Ottawa. 


An Evaluation of the Modern Treatment of Syphilis. 


EVAN W. THOMAS, M.D., Director, Rapid Treatment Center, Bellevue Hospital, 
New York City. 


WEDNESDAY, 9.30 a.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
Vital and Health Statistics Section 
Salon — 
Presiding: C. W. MacMILLAN, M.D., D.P.H., Associate Director, Department of Health 
and Social Medicine, McGill University, Montréal, and Chairman of the Section. 
l. Papers: 


The Calculation of Hospital Bed Requirements. 
C. B. STEWART, M.D., M.P.H., Professor of Epidemiology, Dalhousie University, 
Halifax. 

The Public Health Conference on Records and Statistics. 


Mrs. H. V. AUNE, National Consulting Office, National Office of Vital Statistics, 
Federal Security Agency, Washington, D.C. 


Business Session. Election of Officers. 


WEDNESDAY, 9.30 a.m. 
EPIDEMIOLOGY SECTION 


Salon — 


Presiding: D. R. E. MacLEOD, M.D., D.P.H., Assistant Professor of Epidemiology and 
Biometrics, School of Hygiene, and Research Associate, Connaught Medical Research 
Laboratories, University of Toronto; Chairman of the Section. 

Bacteriophage Typing in Investigations of Staphylococcal Food Poisoning Outbreaks. 

M. SAINT-MARTIN, M.D., G. CHAREST, M.D., M.P.H., and J.-M. DESRANLEAU, 
L.S.Ch., Division of Laboratories, Ministry of Health of Québec, Montréal. 

Un cas de tuberculose chez un professeur. 

C. POMERLEAU, M.D., D.P.H., directeur de l’Unité sanitaire, Lévis, P.Q. 

Diphtheria Antitoxin Titres following a Recall Dose of Diphtheria Toxoid: A Three-year 

Study. 
F. O. WISHART, M.D., D.P.H., Department of Hygiene and Preventive Medicine, 
University of Toronto, and L. KATHLEEN JACKSON, B.A., Connaught Medical 
Research Laboratories, University of Toronto. 
Other papers to be announced. 
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WEDNESDAY, 9.30 a.m. 
PUBLIC HEALTH DENTISTRY SECTION 


Salon — 
Presiding: A. B. SUTHERLAND, D.D.S., D.D.P.H., Dental Section, Department of Public 


Health, Sudbury, Ontario, and Chairman of the Program Committee, Dental Public 
Health Section. 


1. Fundamental Dental Data Required for Evaluating the Progress of a Community 
Dental Health Program. 


FRANK McCOMBIE, L.D.S., R.C.S., Director, Division of Preventive Dentistry, 
Department of Health and Welfare of British Columbia, Victoria. 

2. Discussion. 

8. Business Meeting. The business session will be conducted by HUGH R. MacLAREN, 
D.D.S., D.D.P.H., Assistant Chief, Dental Health Division, Department of National 
Health and Welfare, Ottawa, and Chairman of the Section. 


WEDNESDAY, 12.45 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
: LA SOCIETE D’HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


Luncheon 
Salons C, D, E 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of Health, Department 


of National Health and Welfare, Ottawa, and President of the Canadian Public Health 
Association. 


Guest speaker: The Hon. PAUL MARTIN, Minister of National Health and Welfare, 
Ottawa. 


WEDNESDAY, 2.30 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
LA SOCIETE D’'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


Second General Session 
Ballroom 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of Health, Department 
of National Health and Welfare, Ottawa, and President of the Canadian Public Health 
Association. 

Les divers aspects de l’allergie dans la vaccination par le BCG. 

ARMAND FRAPPIER, M.D., directeur, Institut de microbiologie et dhygiéne, 
Université de Montréal. 

The Emergency for Research in Unexplored Fields of Public Health. 

E. G. D. MURRAY, M.A., F.R.S.C., Professor, Department of Bacteriology and 
Immunology, McGill University, Montréal. 

Problems in the Future Control of Syphilis. 

EVAN W. THOMAS, M.D., Director, Rapid Treatment Center, Bellevue Hospital, 
New York City. 

Practical Problems in Public Health. 

LEONARD MILLER, M.D., M.P.H., Deputy Minister, Department of Health of 
Newfoundland, St. John’s. 
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La défense civile et lhygiéne publique. 

R. LAMQUIN, M.D., D.P.H., Médecin chef de district, Service de santé, Montréal, 
L’Ecole d’hygiéne de l’université de Montréal, son programme actuel et ses projets. 

J. GILBERT, M.D., D.P.H., secrétaire, Ecole d’hygiéne de l’université de Montréal, 





WEDNESDAY, 6.00 p.m. 
Suite — 
Reception for the President’s guests. 


WEDNESDAY, 7.00 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 


AND 


LA SOCIETE D’'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


Annual Dinner (dress optional) 
Sheraton Hall 


Presiding: G. D. W. CAMERON, M.D., D.P.H., Deputy Minister of Health, Department 
of National Health and Welfare, Ottawa, and President of the Canadian Public Health 
Association, and 
MARC BERGERON, M.D., D.P.H., directeur de l’Unité sanitaire, Saint-Hyacinthe, 
P.Q., and President of La Société d’hygiéne et de médecine préventive de la province 


de Québec. 
Address: The National Health Agency as a Leavening Influence. 
J. W. MOUNTIN, M.D. 
Assistant Surgeon General 
Associate Chief, Bureau of State Services 
United States Public Health Service 
Washington, D.C. 


WEDNESDAY, 9.30 p.m. 
Dance 


THURSDAY, MAY 31, 9.30 a.m. 
PUBLIC HEALTH ADMINISTRATION SECTION 


Second Session 
Ballroom 


Presiding: AD. GROULX, M.D., M.P.H., directeur du Service de santé de la Ville de 
Montréal, and Chairman of the Section. 


Infant Mortality in Montréal and its Actual Trend towards Irreducibility. 
B. PRIMEAU, M.D., M.P.H., Médecin pédiatre consultant, Service de santé, Montréal. 
New Objectives in the Field of Maternal and Child Health. 
E. COUTURE, M.D., Chief of the Division of Maternal and Child Health, Depart- 
ment of National Health and Welfare, Ottawa. 


B.C.G. Vaccination as a Public Health Measure. 
A. R. FOLEY, M.D., Dr.P.H., épidémiologiste, Ministére de la santé, Québec. 
O. ROY, M.D., D.P.H., Institut de microbiologie et d’hygiéne de I’université de 
Montréal. 
R. DESJARDINS, M.D., D.P.H., Institut de microbiologie et d’hygiéne de l’université 
de Montréal. 
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Public Health Administration of Mental Hygiene. 
R. P. VIVIAN, M.D., Chairman, Department of Health and Social Medicine, McGill 
University, Montréal. 

Some Administrative Aspects of the Integrating of Health Services. 
MALCOLM G. TAYLOR, Ph.D., Director, Research and Statistics Branch, Depart- 
ment of Public Health of Saskatchewan, Regina. 

The Community Dental Health Program. 


HUGH R. McLAREN, D.D.S., D.D.P.H., Assistant Chief, Dental Health Division, 
Department of National Health and Welfare, Ottawa. 


Business Session: Election of Officers for 1951-52. 


THURSDAY, 9.30 a.m. 
SANITATION SECTION 
Salon — 
Presiding: THEO. J. LAFRENIERE, Ing. P., ingénieur en chef, Ministére de la santé 
de la province de Québec, Montréal. 
Résultats de la pasteurisation rapide a4 haute température 4 Montréal. 


GARCIA BOUCHARD, B.S.A., C.S.I1.(C.), Agronome chef de groupe, division de 

linspection des aliments, Service de santé, Montréal. 
Air Pollution in our Modern World. 

BERNARD BEAUPRE, B.A., I.C., B.Sc.A., M.Sc., Ingénieur de la fumée, Montréal. 
Effets destructifs des bombardements sur les réseaux d’aqueduc et d’égouts, 

JEAN ASSELIN, B.Sc.A., Ing.P., Assistant du directeur, Travaux publics, Montréal. 
Effets destructifs des radiations atomiques. 


F, J. TOURANGEAU, B.A., M.D., D.P.H., C.P.H., Directeur de la division d’hygiéne 
industrielle, Ministére de la santé, Montréal. 


Guerre microbienne. 


MAURICE PANISSET, M.D., Directeur adjoint de l'Institut de microbiologie et 
dhygiéne de l’université de Montréal. 


THURSDAY, 9.30 a.m. 
SECTIONS OF PUBLIC HEALTH NURSING 


AND 
PUBLIC HEALTH DENTISTRY 
Salon — 


Chairman: A. B. SUTHERLAND, D.D.S.. D.D.P.H., Dental Section, Department of Public 
Health, Sudbury, Ontario, and Chairman of the Program Committee, Dental Public 
Health Section. 

Moderator: Miss BRIGITTE LALIBERTE, M.A., I.H., Chief Nurse, Department of Health, 
Montreal, and Chairman of the Public Health Nursing Section. 

The Public Health Nurse in the Dental Field. 

IRENE LAWSON, R.N., Supervisor of Public Health Nursing, Welland and District 
Health Unit, Welland, Ontario. 
A School Dental Program. 


CLARENCE BOUILLON, D.D.S., Dental Officer, Department of Health, City of 
Montréal. 


Dental Health for the Pre-school Child. 


G. K. CLARKE, D.D.S., D.D.P.H., Dental Officer, Halton County Health Unit, 
Milton, Ontario. 
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THURSDAY, 9.30 a.m. 
PUBLIC HEALTH EDUCATION SECTION 
Salon — 


Presiding: ANNE GRANT, M.A., M.P.H., Health Education Secretary, Canadian Tuber- 
culosis Association, Ottawa, and Chairman of the Section. 


“These Things We've Tried” 


Brief descriptions of actual projects, how and why they were carried out, 


and how they succeeded. 


THURSDAY, 12.45 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
LA SOCIETE D’HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 
Section Luncheons 


(To be arranged by the sections) 


THURSDAY, 2.00 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 
AND 
LA SOCIETE D’'HYGIENE ET DE MEDECINE PREVENTIVE 
DE LA PROVINCE DE QUEBEC 


Visit to the Institut de microbiologie et d’hygiéne and to L’Ecole d’hygiéne, Université 
de Montréal. 


TRAIN FARES 


Special arrangements are not being made for train fares this year. During 
the past several years, reduced rates were available through the Standard 
Certificate Plan, but few members took advantage of this arrangement and 
it resulted in inconvenience to those who did so, as the certificates could not 
be validated for a return fare when the quota was not met. 
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